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I. BACKGROUND AND STATUTORY AUTHORITY 

A. History and Mission of the Texas Forensic Science Commission 

The Texas Legislature created the Texas Forensic Science Commission 

(“Commission”) during the 79th Legislative Session by passing House Bill 1068 (the 

“Act”).  The Act amended the Texas Code of Criminal Procedure to add Article 38.01, 

which describes the composition and authority of the Commission.  See Act of May 30, 

2005, 79th Leg., R.S., ch. 1224, § 1, 2005.  During the 83rd Legislative Session, the 

Legislature amended the act again to clarify and expand the Commission’s jurisdictional 

authority.  See Acts 2013, 83rd Leg., ch. 782 (S.B.1238), §§ 1 to 4, eff. June 14, 2013. 

The Act requires the Commission to “investigate, in a timely manner, any 

allegation of professional negligence or misconduct that would substantially affect the 

integrity of the results of a forensic analysis conducted by an accredited laboratory, 

facility or entity.”  TEX. CODE CRIM. PROC. art. 38.01 § 4(a)(2).  The Act also requires the 

Commission to implement a reporting system through which accredited laboratories, 

facilities, or entities may report professional negligence or misconduct, and require all 

laboratories, facilities, or entities that conduct forensic analyses to report professional 

negligence or misconduct to the Commission.  Id. at § 4(a)(1)-(2).  The Commission 

released guidance for accredited crime laboratories regarding the categories of non-

conformances that may require self-reporting; this guidance is provided with the self-

disclosure form located on the Commission’s website. 

The Commission has nine members appointed by the Governor of Texas.  Id. at 

art. 38.01 § 3.  Seven of the nine commissioners are scientists and two are attorneys (one 

prosecutor nominated by the Texas District and County Attorney’s Association and one 
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criminal defense attorney nominated by the Texas Criminal Defense Lawyer’s 

Association).  Id.  The Commission’s Presiding Officer is Dr. Vincent J.M. Di Maio, as 

designated by the Governor.  Id. at § 3(c).   

II. INVESTIGATIVE PROCESS 

A. Complaint and Disclosure Process 

When the Commission receives a complaint or self-disclosure, the Complaint and 

Disclosure Screening Committee conducts an initial review of the document at a publicly 

noticed meeting.  (See Policies and Procedures at 3.0).  After discussing the disclosure or 

complaint, the Committee votes to recommend to the full Commission whether the 

complaint or disclosure merits any further action.  Id.   

In this case, the Committee discussed the disclosure and posed questions to the 

Houston Forensic Science Center’s (“HFSC”)1 Director of Forensic Analysis Division 

(“Lab Director”) at a publicly noticed meeting of the Complaint and Disclosure 

Screening Committee in Fort Worth, Texas on July 31, 2014.  The following day, on 

August 1, 2014, the Commission held its quarterly meeting, also in Fort Worth, Texas.  

The Commission again discussed the disclosure and posed follow-up questions to the Lab 

Director.  After deliberation, the Commission voted unanimously to create a 3-member 

investigative panel to review the disclosure pursuant to Section 3.0(b)(2) of the Policies 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
1 Effective April 3, 2014, responsibility for and control of substantially all of the forensic operations 
formerly managed by the Houston Police Department ("HPD") including the HPD Crime Lab, were 
transferred to the Houston Forensic Science Center, Inc., ("HFSC") a local government corporation created 
by the City of Houston.  Though many of the facts described in this report occurred before the transfer of 
operations, the Commission received the disclosure after the transfer.  To minimize confusion, this report 
refers to the laboratory as "HFSC" consistently throughout. 
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and Procedures.  Members voted to elect Mr. Richard Alpert, Dr. Nizam Peerwani and 

Dr. Sarah Kerrigan2 as members of the panel, with Mr. Alpert serving as Chairman. 

Once a panel is created, the Commission’s investigation includes: (1) relevant 

document review; (2) interviews with members of the laboratory as necessary to assess 

the facts and issues raised; (3) collaboration with the laboratory’s accrediting body and 

any other relevant investigative agency (e.g., ASCLD/LAB, Inspector General’s Office, 

District Attorney’s Office, Texas Rangers, etc.) to minimize disruption at the laboratory; 

(4) requests for follow-up information where necessary; (5) hiring of subject matter 

experts where necessary; and (6) any other steps needed to meet the Commission’s 

statutory obligations. 

At the time the Commission began its investigation in this case, the HFSC 

toxicology section was accredited by ASCLD/LAB under the International Organization 

for Standardization (“ISO”) accreditation standard 17025.3   Thus, the Commission 

worked with ASCLD/LAB investigator Patti Williams to conduct joint interviews.  

Though the two entities review the case from distinct perspectives and reach independent 

conclusions, they strive to conduct interviews simultaneously whenever possible to 

minimize disruption at the laboratory. 

On September 8-9, 2014, two members of the HFSC investigative panel, Dr. 

Nizam Peerwani and Assistant District Attorney Richard Alpert participated in a site visit 

at the HFSC with the Commission’s general counsel and Patti Williams from 
	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
2 Governor Perry announced appointment changes on October 28, 2014.  Dr. Sheree Hughes-Stamm was 
appointed to the Commission seat designated for a faculty member from Sam Houston State University.  
(See TEX. CODE CRIM. PROC. 38.01 §3(a)(8)) 
 
3  In a letter dated September 30, 2014, the HFSC notified ASCLD/LAB that it was withdrawing its 
ASCLD/LAB accreditation.  The HFSC moved its accreditation to the ANSI-ASQ (FQS) National 
Accreditation Board.   
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ASCLD/LAB.  The Commission interviewed the following individuals at the laboratory: 

four forensic analysts in the Toxicology Section including the analyst who submitted the 

disclosure (“Disclosing Analyst”) and the analyst who accessioned the evidence 

(“Accessioning Analyst”); a senior technical lead in the Toxicology Section; the Acting 

Toxicology Manager/Acting Information Technology Director (“Interim Manager”); the 

Quality Director; the Human Resources Director, the Director of the Forensic Analysis 

Division (referred to herein as the “Lab Director”) and the President and CEO of the 

HFSC.  

The Commission’s General Counsel also had telephone conversations and/or in-

person meetings with the following individuals: two former analysts in the Toxicology 

Section; the former Toxicology Section Manager; two members (including the Chairman) 

of the HFSC Board; the Acting General Counsel of the HFSC; the Inspector General for 

the City of Houston; and the General Counsel of the Harris County District Attorney’s 

Office.  Commission staff also collected and reviewed hundreds of pages of relevant case 

documents, laboratory procedures and emails before, during and after the site visit.     

In addition, in early October 2014 the Chairman of the HFSC Board informed the 

Commission that the Board requested a review of the matter by City of Houston’s Office 

of Inspector General (“OIG”).  The OIG’s final report is attached hereto as Exhibit A. 

B. Components of this Report 

Under Section 38.01 of the Texas Code of Criminal Procedure, a Commission  

investigation of a DPS-accredited crime laboratory and a DPS-accredited forensic 

discipline must include the preparation of a written report that “identifies and also 

describes the methods and procedures used to identify”: (A) the alleged negligence or 

misconduct; (B) whether the negligence or misconduct occurred; (C) any corrective 
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action required of the laboratory, facility, or entity; (D) observations of the Commission 

regarding the integrity and reliability of the forensic analysis conducted; (E) best 

practices identified by the Commission during the course of the investigation; and (F) 

other recommendations that are relevant, as determined by the Commission.  TEX. CODE 

CRIM. PROC. § 38.01, Sec. 4(b)(1).   

In addition, the investigation may include one or more: (A) retrospective 

reexaminations of other forensic analyses conducted by the laboratory, facility, or entity 

that may involve the same kind of negligence or misconduct; and (B) follow-up 

evaluations of the laboratory, facility, or entity to review: (i) the implementation of any 

corrective action required . . . . ; or (ii) the conclusion of any retrospective reexamination 

under paragraph (A).  Id. at Sec. 4(b)(2). 

C. Limitations on the Commission’s Authority   

All DPS-accredited crime laboratories are required to cooperate with the 

Commission during the course of an investigation pursuant to Section 411.0205(b-3) of 

the Texas Government Code.  This section provides that the DPS director “shall require 

that a laboratory, facility, or entity that must be accredited under this section, as part of 

the accreditation process, agree to consent to any request for cooperation by the Texas 

Forensic Science Commission that is made as part of the exercise of the commission’s 

duties under Article 38.01, Code of Criminal Procedure.” 

However, the Commission’s authority contains important statutory limitations.  

For example, no finding contained herein constitutes a comment upon the guilt or 

innocence of any individual.  TEX. CODE CRIM. PROC. 38.01 at § 4(g); Policies and 

Procedures at § 4.0(d).  In addition, the Commission’s written reports are not admissible 

in a civil or criminal action.  (Id. at § 11; Id. at § 4.0(d).)   
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The Commission also does not have the authority to issue fines or other 

administrative penalties against any individual or laboratory.  The information it receives 

during the course of any investigation is dependent upon the willingness of the forensic 

laboratory or other entity under investigation and other concerned parties to submit 

relevant documents and respond to questions posed.  The information gathered has not 

been subjected to the standards for admission of evidence in a courtroom.  For example, 

during on-site and telephone interviews, no individual testified under oath, was limited by 

either the Texas or Federal Rules of Evidence (e.g., against the admission of hearsay) or 

was subjected to formal cross-examination under the supervision of a judge.   

Moreover, documents obtained during the course of interviews have not been 

subject to any independent validation.  For example, if the Commission receives an email 

from a laboratory or individual, and the email indicates it was sent on a given date at a 

given time, the Commission assumes this information is accurate and has not been 

altered.  The Commission requests information from the laboratory and other concerned 

parties based on its understanding of the facts as presented in the complaint or self-

disclosure, and relies on the parties to provide supplemental information if they believe 

such information will shed light on the Commission’s review of a given complaint or 

self-disclosure.  Because the Commission has no authority to subpoena documents, it 

relies on the parties’ willingness to cooperate with the investigation. 

 Finally, the investigation discussed herein concerns an error in the laboratory’s 

toxicology section and the HFSC leadership’s response to that error.  The Commission 

conducted limited interviews with current and former members of the Toxicology 

Section, HFSC management and related stakeholders.  Not every section of the laboratory 
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has the same challenges or face the same opportunities for improvement at the same time.  

Thus, the observations and recommendations herein, unless specifically designated for 

broader application, are limited to the Toxicology Section and do not impact other 

forensic divisions of the HFSC.   

D. Concerns Regarding “Human Resource” Issues and the Commission’s 
Investigative Role 

The primary purpose of this report is to address the concerns raised in the self-

disclosure in a manner that encourages the integrity and reliability of forensic science at 

the HFSC.  The Commission has no authority or desire to interfere with the human 

resource decisions of the HFSC or any other crime laboratory or entity subject to its 

jurisdiction.  To the contrary, the Commission understands management must have the 

authority and flexibility to make personnel-related decisions in a manner it deems 

appropriate based on the totality of circumstances.  While the Commission’s review of a 

given case captures a limited amount of information related to a specific incident in the 

laboratory, management typically has a more comprehensive understanding of the overall 

circumstances of a forensic analyst’s employment at the laboratory.  The Commission has 

dismissed complaints in the past based on personnel conflicts that had little or no bearing 

on the integrity of forensic analyses in the crime laboratory, and will continue to do so in 

the future when appropriate. 

However, management decisions, including those labeled as “human resource” 

decisions, can have a tremendous impact on the laboratory’s overall transparency as a key 

player in the criminal justice system.  For example, a critical component of every 

laboratory’s quality program is effective root cause analysis.  The ability of the laboratory 

to conduct a fair and thorough root cause analysis in the wake of a non-conformance is 
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essential to the integrity of the laboratory.  When the laboratory issues a root cause 

analysis that inequitably attributes responsibility to one analyst while downplaying 

management’s contribution to the same incident, the resulting environment may be one in 

which analysts are hesitant to report mistakes.  This dynamic can have a chilling effect on 

laboratory self-disclosure, which contradicts fundamental concepts in both the established 

accreditation standards under ISO-17025 and Article 38.01 of the Texas Code of 

Criminal Procedure.  

Moreover, as further discussed below, when laboratory management makes an 

affirmative decision not to document concerns about an analyst’s performance under the 

guise of “protecting” the analyst from criminal discovery and possible defense cross-

examination, they risk: (1) impeding the prosecutor’s ability to assess her disclosure 

obligations regarding potential impeachment information under the law; (2) withholding 

impeachment information from the defense to which they may be entitled; (3) creating a 

greater long-term adverse impact on the affected analyst and the laboratory than if they 

had just dealt with errors and related corrective action directly upfront; (4) sending a 

message to analysts that it is acceptable to hold back potentially relevant impeachment 

information to avoid a difficult cross-examination; and (5) in this particular case, 

impeding the HFSC Board’s long-term objective of encouraging crime laboratory service 

to both law enforcement and defense customers.   

Thus, to the extent “human resource” decisions impact the integrity and reliability 

of the crime laboratory, the Commission will continue to address these issues in its 

written reports. 
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III. SUMMARY OF KEY FACTS AND DISCLOSURE TIMELINE 

A. Summary of Allegations 
 

On June 4, 2014, the Disclosing Analyst submitted a self-disclosure to the 

Commission regarding a blood alcohol report issued with the wrong defendant’s name, 

which the Disclosing Analyst discovered and reported to her supervisors on April 15, 

2014.  (See Ex. B.)  The Disclosing Analyst alleged the laboratory failed to: (1) amend 

the erroneous report; (2) notify the Harris County District Attorney’s office regarding the 

error; and (3) issue a corrective and preventative action (“CAPA”) report as required by 

laboratory policy and associated accreditation standards.  The Disclosing Analyst also 

alleged the Interim Manager removed the Disclosing Analyst from casework on April 16, 

2104 because of the error without a coherent explanation for why she was being removed 

or a plan for returning her to casework.  

B. Facts Underlying Blood Alcohol Reporting Error 
 

On October 5, 2013, a Houston Police Department officer (“Submitting Officer”) 

turned in a submission form to the HFSC for a defendant (referred to herein as 

“Defendant R”) corresponding to the wrong blood alcohol evidence.  The blood evidence 

actually belonged to a another defendant (referred to herein as “Defendant H”).  The 

Submitting Officer should not have turned in a blood evidence submission form for 

Defendant R, as he had administered a breath test to Defendant R, not a blood test.  

Shortly after the Submitting Officer turned in the incorrect submission form, the 
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Accessioning Analyst noted the discrepancy between the name on the blood tubes 

(Defendant H) and the name on the submission form (Defendant R).  (See Ex. D.) 

On October 15, 2013, the Accessioning Analyst sent an email to the Submitting 

Officer indicating the name on the submission form did not match the submission 

envelope and the blood tubes. (See Ex. D.)  The Accessioning Analyst asked the 

Submitting Officer to resolve the issue by submitting a corrected submission form.  (See 

Ex. D.)  The Submitting Officer acknowledged he wrote the wrong case information on 

the submission form, and told the Accessioning Analyst he would provide a corrected 

form.  (See Ex. D.)   

On October 31, 2013, the Accessioning Analyst sent another email to the 

Submitting Officer again requesting a corrected submission form.  (See Ex. E.)  On 

November 5, 2013, the Submitting Officer apologized to the Accessioning Analyst, 

saying he “forgot all about it,” but that he had “dropped it off” and stapled a note on it 

with the Accessioning Analyst’s name.  (See Ex. E.)  On December 5, 2013, the 

Accessioning Analyst sent yet another email to the Submitting Officer stating that she 

still had not received the corrected submission form, and that it “must have gotten lost in 

transit.”  She requested the Submitting Officer fax the form to the laboratory.  (See Ex. 

F.)   

On December 9, 2013, the Disclosing Analyst examined the blood evidence with 

permission of the Toxicology Section Manager at the time.  The laboratory’s practice was 

to analyze evidence with discrepancies in submission information, but to set the evidence 

aside and not release a report until the information could be clarified by the officer who 

submitted the evidence.  In conformance with this practice, the Disclosing Analyst 
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examined the blood evidence and set the case aside without signing the report until the 

name discrepancy could be resolved by the Submitting Officer.  The Disclosing Analyst 

also made a notation on the batch technical review report for December 9, 2013 to 

indicate the blood evidence belonged to Defendant H, not Defendant R.  (See Ex. G.)  

The Toxicology Section manager conducted a technical review of the batch data on 

December 10, 2013.  (See Ex. H.)   

The Toxicology Section Manager who originally supervised the Disclosing 

Analyst departed from the laboratory at the end of December 2013.  His departure had 

been planned for a number of months preceding his end date.  While searching for a 

permanent Toxicology Section Manager to replace him, the laboratory, which at that time 

was managed by HPD, appointed the Interim Manager to run the toxicology section while 

he was simultaneously tasked with managing the information technology system for the 

entire laboratory.   

On January 2, 2014, the Harris County Assistant District Attorney responsible for 

Defendant H’s case (“ADA”) sent an email to the laboratory requesting the results 

associated with the blood alcohol evidence for Defendant H.  (See Ex. I.)  The ADA 

stated that he “checked in LIMS and it is not even pulling up this case.”  (LIMS is the 

laboratory’s electronic case management system.)  The HFSC employee who received the 

ADA’s inquiry forwarded it to the Interim Manager.  (See Ex. I.)  The Interim Manager 

responded to the ADA on January 3, 2014, confirming he also was unable to find 

Defendant H’s case in the LIMS or the property room system and requesting the name of 

the officer who submitted the evidence.  (See Ex. I.)  On January 7, 2014, the ADA 

responded with the Submitting Officer’s name.  (See Ex. I.)  On the same day, the 



	   13 

Interim Manager sent an email to the Submitting Officer inquiring about the blood 

evidence for Defendant H, which at that time appeared to be missing since it was in the 

LIMS under the wrong defendant’s name.   (See Ex. I.)     

On January 10, 2014, the Disclosing Analyst mistakenly signed off on the blood 

alcohol report for Defendant R, which she had originally set aside to wait for clarification 

from the Submitting Officer.  (See Ex. J.)  The Disclosing Analyst was not copied on any 

of the correspondence with the ADA or the Submitting Officer described above.  By 

signing the report, the Disclosing Analyst released it for administrative and technical 

review with the wrong name (Defendant R) still assigned to the blood alcohol results for 

Defendant H.  On the same day, the Interim Manager technically and administratively 

reviewed the case.  He also did not pick up on the name discrepancy noted in the case 

folder, (See Ex. C.) or make a connection between the ADA’s inquiries about the missing 

Defendant H evidence and the information noted in the case folder.  (See Ex. I.)  In 

addition, the fact that the case was from an earlier December 10, 2013 batch technical 

review (for which Defendant R’s name had been crossed out and Defendant H’s name 

was handwritten as a correction) did not appear to raise any red flags.  (See Exs. G, H.)  

After technical and administrative review was complete, the report was released in the 

LIMS. 

On January 15, 2014, the Submitting Officer responded via email to the Interim 

Manager’s January 7, 2014 email regarding Defendant H, explaining “the case was mixed 

up with another case,” due to “an error on my part on the submission form.”  (See Ex. K.)  

The Disclosing Analyst was not copied on this email either.  The email from the 

Submitting Officer referencing this case being “mixed up with another case” did not 
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trigger any follow-up or investigation in LIMS by the Interim Manager or the 

Accessioning Analyst.  When asked, the Accessioning Analyst explained it was her 

understanding that the Interim Manager was taking over any necessary follow-up on the 

case. 

On March 26, 2014, the Harris County District Attorney’s Office dismissed the 

aggravated4 DWI charge against Defendant H.  According to the Harris County District 

Attorney’s Office, they dismissed the alcohol-related charge for no other reason than they 

were unable to find the blood alcohol evidence.  The District Attorney issued a lesser 

charge of “failure to provide information.”  (See Ex. A.) 

On March 27, 2014, the Interim Manager sent an email to the HPD Captain in 

charge of the Submitting Officer, stating the laboratory still had not received the 

corrected submission form.  (See Ex. L.)  On the same day, the Captain instructed the 

Submitting Officer to “take care of this ASAP.”  (See Ex. L.)  The following day, the 

Submitting Officer explained in an email to the Interim Manager that he believed the 

laboratory had received the faxed version of the corrected submission form he sent to the 

Accessioning Analyst on December 5, 2013 because he had not heard anything to the 

contrary.  (See Ex. L.)    

On April 15, 2014, the Disclosing Analyst was working in one of the evidence 

coolers when she noticed some blood evidence had been set aside with a note on it with 

her handwriting.  She went into the LIMS to research the case number for the evidence, 

and realized the report had been released with the wrong defendant’s name.  She 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
4 The blood specimen contained 0.168 grams of ethanol per 100 milliliters of blood according to the 
January 10, 2014 laboratory report.  See Exhibit J.  This result exceeds the 0.15 threshold at which the 
offense increases to a Class A misdemeanor under Section 49.04(d) of the Texas Penal Code.  The term 
“aggravated” commonly refers to charges for which an enhanced penalty is available. 
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immediately notified the Interim Manager, the Lab Director and Quality Director.  The 

Interim Manager researched the case in LIMS and determined that no one outside the 

laboratory had accessed the report.  He then “recalled” the report from the LIMS, 

preventing anyone outside the laboratory from being able to access it. 

The following day, the Interim Manager informed the Disclosing Analyst that she 

was being removed from casework.  (See Ex. M.)  The Interim Manager instructed the 

Disclosing Analyst to write a memo about the case and everything she did related to the 

case, as well as to include all relevant correspondence regarding the case in the case 

folder.  Id.  In attempting to fulfill the request of the Interim Manager, the Disclosing 

Analyst discovered the email correspondence referenced above between the Accessioning 

Analyst and the Submitting Officer, the Interim Manager and the ADA, and the Interim 

Manager and the Submitting Officer, which had not previously been documented in the 

case folder.     

 According to the Disclosing Analyst and the email correspondence, it took her no 

more than a few days after April 16, 2014 to prepare the memo requested by the Interim 

Manager and complete the case file with correspondence.  She believed she was being 

taken off casework temporarily to draft the memo and ensure related case documentation 

was placed in the file.  However, the Interim Manager informed the Disclosing Analyst 

she would remain off casework until further notice.   During the period from April 16, 

2014 when she was removed from casework until she was returned to casework on July 

28, 2014, the Disclosing Analyst sent various email communications to the Interim 

Manager, the Laboratory Director, the Quality Manager, the Human Resources Director 

and the President and CEO of the HFSC expressing concerns about the laboratory’s need 
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to issue an amended report, and inquiring about a plan for her return to casework.  (See 

Ex. N.) 

 The Human Resources Director, Disclosing Analyst and Interim Manager met in 

person three times during the month of June 2014 to discuss this matter.  (See Ex. A.)   

The Commission held its quarterly meeting in Fort Worth on August 1, 2014, and 

discussed this case in detail as previously described.  On the same day (August 1, 2014), 

the laboratory issued a first amended report for Defendant R.  (See Ex. O.)  On August 4, 

2014, the laboratory issued a second amended report for Defendant R.  (See Ex. P.)  Also 

on August 4, 2014, the laboratory released CAPA #2014-11 and CAPA #2014-16.  (See 

Exs. T, X.)  On August 15, 2014, the laboratory issued a third amended report for 

Defendant R.  (See Ex. Q.)  On August 15, 2014, the laboratory issued an amended report 

for Defendant H.  (See Ex. R.)  The four amended reports corrected the original 

erroneous results, and stated that Defendant R had been given a breath alcohol test, while 

the blood alcohol results actually belonged to Defendant H.   

IV. CONCLUSIONS REGARDING NEGLIGENCE AND MISCONDUCT 

Article 38.01 of the Texas Code of Criminal Procedures requires the Commission 

to describe whether professional negligence or misconduct occurred in this case.  Neither 

“professional negligence” nor “professional misconduct” is defined in the statute.  The 

Commission has defined both terms in its policies and procedures.  (Policies and 

Procedures at 1.2.)   

In sum, the Commission did not identify any evidence of “professional 

misconduct,” in this case as that term is identified in Section 1.2 of the Commission’s 

Policies and Procedures.  However, the Commission did find evidence of “professional 
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negligence” as described in detail below.  The term “professional negligence” is defined 

in Section 1.2 of the Commission’s Policies and Procedures as follows:  

“Professional Negligence” means the actor, through a 
material act or omission, negligently failed to follow the 
standard of practice generally accepted at the time of the 
forensic analysis that an ordinary forensic professional or 
entity would have exercised, and the negligent act or 
omission would substantially affect the integrity of the 
results of a forensic analysis.  An act or omission was 
negligent if the actor should have been but was not aware 
of an accepted standard of practice required for a forensic 
analysis.  (Polices and Procedures at 1.2) 

A. Negligence Finding 

The Commission finds the HFSC Interim Manager was professionally negligent 

in failing to issue timely amended reports to the Harris County District Attorney’s Office 

for Defendants H and R once the mistake in the report names was identified by the 

Disclosing Analyst.  (See Ex. S, HFSC Quality Manual (“QM”) at C.9.)   In addition, the 

Commission finds the HFSC Interim Manager and the HFSC Quality Manager were 

negligent in failing to issue a timely Corrective and Preventive Action report (“CAPA”) 

that accurately and completely described the root cause of the non-conformance.  HFSC 

management should have used the laboratory’s existing quality system to address the 

errors promptly once they were discovered.  Issuance of the amended reports and the 

related CAPA were essential components of ensuring the case records for the forensic 

analyses were accurate and complete, and for ensuring the integrity of the forensic 

analyses performed by the laboratory.    

Accredited crime laboratories are engaged in an ongoing process of continual 

improvement.  (See e.g., Ex. S., HFSC QM at 4.10)  Though every effort is made to 

safeguard against errors in the laboratory, they are an inevitable part of any human 
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endeavor.  This includes forensic disciplines with a high volume of cases containing 

various components, some of which are outside the laboratory’s control.  For this reason, 

accredited crime laboratories have standard operating procedures in place to address 

errors promptly when they occur.  Action steps include amending reports as needed (See 

Ex. S., QM at C.9), and issuing a corrective and preventative action (See Ex. S., QM at 

4.11) which includes a root cause analysis (See Ex. S., QM at 4.11.2).  Corrective actions 

should be of an “appropriate degree and magnitude to correct the problem and reduce the 

risk of recurrence.”  (See Ex. S., QM at 4.11.3) 

B.  Analysis of Facts Underlying Negligence Finding 

The Disclosing Analyst alerted management regarding the error in the blood 

alcohol report on April 15, 2014.  It took the laboratory almost four months (until early 

August 2014) to amend the affected reports and issue CAPAs.  When the Commission’s 

investigative panel asked the Interim Manager why it took so long to issue amended 

reports, he explained that once he determined no customer had accessed the erroneous 

information in the LIMS, the need to issue the amended reports “took on less urgency.”  

This explanation is inadequate.  The integrity of the laboratory’s quality system depends 

upon all members of the laboratory following the quality process and ensuring 

appropriate and timely notification of errors in the form of established documentary 

methods.  In fact, customers depend on this quality system to ensure they are able to 

fulfill their broader obligations to the criminal justice system, including the dismissing or 

re-filing of charges where appropriate and providing notice to defense counsel and the 

court system where necessary.  
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Because the issuance of amended reports and appropriate corrective actions where 

needed is standard, generally accepted practice among accredited laboratories, and 

because HFSC management in charge of the Toxicology Section and the quality process 

failed to meet this standard, the Commission issues a finding of professional negligence 

for these omissions. 

In addition and of significant concern to the Commission, the original CAPA 

issued by the laboratory on August 4, 2014 did not accurately or equitably describe the 

root cause of the non-conformance.  An accurate root cause analysis in this case would 

include (but is not limited to) the following contributing factors: 

1. The laboratory’s practice in December 2013 was to analyze evidence with 
inconsistencies/discrepancies from the submitting officer but to set those 
cases aside.  That practice has been changed so that such cases are no 
longer analyzed until the inconsistencies/discrepancies are resolved (See 
Ex. T.)  This greatly reduces the risk of a report being released with 
incorrect information.   
 
NOTE: The original CAPA stated the Disclosing Analyst worked the 
evidence in December 2013 “independently,” which implies her actions 
were outside the scope of laboratory practice and management direction at 
the time.  This is not true. 
 

2. On October 16, 2013, well before the evidence was analyzed, the 
Accessioning Analyst received an email from the Submitting Officer 
stating the breath alcohol case belonged to Defendant R, and the blood 
alcohol case belonged to Defendant H.  However, this email was not 
placed in the case folder until the Disclosing Analyst identified the 
mistake in April and was instructed to gather all email correspondence.  
While the Accessioning Analyst was waiting for the corrected submission 
form from the Submitting Officer, she could have placed a copy of the 
submitting officer’s email in the case file, which would have given both 
the Disclosing Analyst and the Interim Manager more accurate 
information when analyzing the case and conducting the administrative 
and technical reviews.   
 
NOTE: Relevant case emails should be included in the case folder under 
the QM Section entitled “Case Records.” 
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3. On January 10, 2014, the blood alcohol report with the wrong defendant’s 
name was released in the LIMS because both the Disclosing Analyst and 
the Interim Manager failed to review and/or act upon the note in the case 
folder regarding the Submitting Officer’s name discrepancy.  (See Ex. C.)  
The Disclosing Analyst made this error when she signed off on the case 
and the Interim Manager made the same error during administrative 
review, the purpose of which is to identify exactly these type of errors.  
(See Ex. S., QM at F.)  In addition, the fact that the case was from an 
earlier December 10, 2013 batch technical review (for which Defendant 
R’s name had been crossed out and Defendant H’s name was handwritten 
as a correction) does not appear to have triggered any red flags.  All 
contributing causes should be described accurately in the CAPA. 
 

4. On January 15, 2014, the Interim Manager received an email from the 
Submitting Officer on which the Accessioning Analyst was copied.  This 
was in response to the Interim Manager’s request regarding Defendant H’s 
blood evidence as a follow-up to the ADA’s inquiries during the first two 
weeks of January.  If the Interim Manager and the Accessioning Analyst 
had communicated with each other and followed up on the Submitting 
Officer’s reference to Defendant H’s case being “mixed up with another 
case,” they would have identified the issue.  This would have allowed 
amended reports to be issued in both cases just five days after the 
erroneous report was released in the LIMS.  If timely amended reports had 
been issued, the Harris County District Attorney’s office would not have 
been forced to dismiss the aggravated DWI charge against Defendant H, 
which they ultimately did on March 26, 2014. 

 
5. Similarly, on March 27, 2014—one day after the ADA dropped the 

charges—the Interim Manager sent an email to the Submitting Officer’s 
captain acknowledging the evidence for Defendant H appeared to have 
been submitted under Defendant R’s name, yet neither the Interim 
Manager nor the Accessioning Analyst checked in the LIMS to determine 
whether a report had been issued in Defendant R’s case.   

 
6. On March 28, 2014, the Submitting Officer stated again via email that the 

case against Defendant R was a breath case, and the case against 
Defendant H was a blood case.  This email also did not prompt either the 
Accessioning Analyst or the Interim Manager to research the defendants’ 
names in the LIMS, which would have uncovered the erroneous report. 

 
7. On April 15, 2014, the Disclosing Analyst ultimately discovered the 

problem when she noticed blood evidence set aside in one of the coolers 
and researched its status in the LIMS.  The Disclosing Analyst then 
brought the mistake to the attention of laboratory management.   

NOTE: The "actions steps" discussion in the original CAPA omitted this 
fact, which is a critical component of the case from a quality control and 
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laboratory integrity perspective.  Self-disclosure should be encouraged for 
all analysts in the laboratory whenever they identify mistakes. 

V. ADDITIONAL OBSERVATIONS  

The Commission has significant concerns regarding some of the management 

decisions made after the Disclosing Analyst identified and reported the mistake in the 

blood alcohol report.  These concerns are described below.  

A. Inconsistent Explanations Regarding Removal from Casework 
 

Removing an analyst from casework for an extended period is a significant 

decision for most accredited crime laboratories because it has the potential to impact both 

workflow for the section as well as the individual analyst’s career.  The Disclosing 

Analyst expressed concern regarding her removal from casework as well as a perceived 

lack of communication from HFSC management regarding the reason for her removal 

and a plan to reinstate her to casework.  During its July 31, 2014 and August 1, 2014 

meetings, the Commission asked the Lab Director why the Disclosing Analyst was 

removed from casework.  The Lab Director stated the reason for her removal was 

independent from the error in the blood alcohol case described above and subsequent 

disclosure.  The Lab Director explained the reason the Disclosing Analyst was removed 

from casework was due to concerns about her ability to testify in court. 

 The only document provided to the Commission explicitly addressing the reasons 

the Disclosing Analyst was removed from casework is an August 4, 2014 memorandum 

from the Interim Manager to the Disclosing Analyst authorizing her to return to 

casework.  The explanation includes the following:  

1. During a March 2014 conversation in which the Disclosing Analyst sought 
the Interim Manager’s feedback on a PowerPoint presentation requested 
by a prosecutor, the Disclosing Analyst was unable to answer basic 
questions and convey her understanding of the concepts associated with 
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the function and operation of Headspace Gas Chromatography using the 
Perkin Elmer instrument;   
 

2. The Disclosing Analyst “erred in generating a report for evidence 
submitted under incorrect case information”; and 

 
3. The Interim Manager had concerns regarding the Disclosing Analyst’s 

April 30, 2014 testimony in court, which were documented in a 
memorandum dated June 26, 2014. 

 
This memorandum contradicts representations made by the Lab Director at the 

Commission’s July 31st and August 1st meetings that the error in the blood alcohol case 

was independent from the other reasons the Disclosing Analyst was removed from 

casework.  The Disclosing Analyst was removed from casework the day after she notified 

management of the erroneous report, on April 16, 2014.  However, she did not testify for 

the first time in court until April 29, 2014.  That testimony carried over until April 30, 

2014.  The Disclosing Analyst testified again on May 6, 2014.  She testified a third time 

on June 5, 2014, and on subsequent occasions as well.  The Disclosing Analyst did not 

receive a written evaluation of her April 29-30 testimony from the Interim Manager until 

June 26, 2014.5  (See Ex. U.)  

The Interim Manager’s testimony evaluation was generally positive, though it 

listed many areas for improvement:  

This evaluation is being offered based on my observations 
during your first court testimony experience.  Outside 
defense attorneys who were present were heard telling the 
Assistant Chief of Court 8 that you presented well, had a 
good attitude and were well spoken. 
   

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
5 The final version of the testimony evaluation document was dated June 26, 2014, though earlier drafts 
were discussed among the Interim Manager, Disclosing Analyst and Human Resources Director in the first 
part of June 2014.   
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Overall, your testimony regarding the analysis in incident 
35791513 was good.  I can say that I have not seen an 
attorney be as personal with an expert witness in my career.   
 
Your appearance was long and undoubtedly, exhausting.  
With that being said, it is imperative that you always ensure 
you understand the question that is being asked.   
 
Your testimony regarding the processes used by the 
instrument to detect and quantitate ethanol was good, 
overall.  The following observations [sic] made while 
observing your testimony:  
 

The Interim Manager then offered a series of detailed observations regarding 

improvements the Disclosing Analyst could make in future court appearances.  The Lab 

Director’s representation that the Disclosing Analyst was removed from casework for 

concerns regarding courtroom testimony independent from the case with the name error 

do not comport with the timeline of facts.  Perhaps the Disclosing Analyst was not 

allowed to return to casework because of concerns regarding her testimony, but it is 

difficult to understand how she could have been removed from casework as early as April 

16, 2014 because of concerns regarding her courtroom testimony when she did not testify 

for the first time until April 29, 2014. 

During the investigative panel’s site visit, the Interim Manager described another 

reason for removing the analyst from casework.  On March 13, 2014, the Disclosing 

Analyst approached the Interim Manager for feedback regarding a PowerPoint she was 

preparing for use in court based on a request from a Harris County Assistant District 

Attorney.  During that discussion, the Interim Manager became concerned about the 

Disclosing Analyst’s understanding of the “function and operation of Headspace Gas 

Chromatography using the Perkin Elmer instrument.”  In his memorandum dated August 

4, 2014, the Interim Manager explained that he questioned the Disclosing Analyst’s 
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overall knowledge base as a result of the discussion.  (See Ex. V.)  He further stated that 

he and the Disclosing Analyst “went to the laboratory and reviewed the function and 

operation of Headspace Gas Chromatography using the Perkin Elmer equipment.  Id.  

This included a review of the parts and function of the headspace and gas 

chromatograph.”  (See Ex. V.)  The Interim Manager also gave the Disclosing Analyst a 

case study to assist her understanding further, which she reviewed in compliance with his 

instructions.  (See Ex. A.)   

Section 4.11.3 of the QM discusses the possibility of providing additional training 

as a component of corrective action.  (See also Ex. S, QM at 5.2.1.1.)  It states that if the 

error rests with the analyst, “it will be determined if the error was the result of inadequate 

or inappropriate training or is an isolated incident and not likely to recur.  If the original 

training is found to be faulty, appropriate additional training, evaluation and revision will 

be devised.”  Id.  Though the Interim Manager’s training on the Perkin Elmer instrument 

resulted from the PowerPoint discussion and not a corrective action, the Interim Manager 

took appropriate training steps as described in the QM.  During interviews, analysts in the 

Toxicology Section as well as the former manager of the Toxicology Section conveyed 

their understanding that toxicology examiners first learn how to perform the forensic 

analysis in question, and then learn more about the parts and function of the 

instrumentation as they progress through their careers.  This type of issue would 

commonly be addressed through in-house training, as it was in this case.6  

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
6 The OIG report recounts a statement made by the Disclosing Analyst that she did not take the Interim 
Manager “seriously” when he raised concerns about her understanding of the Perkin Elmer instrument.  
During interviews, we understood this to be a frustrated expression of disbelief that she would be removed 
from casework for this reason, not that she did not take the Interim Manager’s training directives seriously.  
While her choice of words was undoubtedly poor, at no point did anyone (including the Interim Manager) 
express a concern that the Disclosing Analyst does not take her responsibilities in the laboratory seriously. 
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The Interim Manager did not offer any additional reasons for concern regarding 

the Disclosing Analyst’s competency in conducting blood alcohol analyses.  In fact, in a 

memorandum from the Interim Manager to the Disclosing Analyst dated August 4, 2014, 

the Interim Manager stated “I had the opportunity to review some of your analytic work 

after January 1, 2014 when I assumed the position of Acting Toxicology Manager.”  The 

technical reviews I had conducted during that time frame had not caused me any 

particular concern.”  (See Ex. V.)  When asked, the Disclosing Analyst’s colleagues 

(including those who assisted with her training) and the previous manager described her 

as hardworking, dedicated and technically competent. 

B. “Keeping Things Informal” to Avoid Discovery by Defense Counsel 
 
 During interviews, the Human Resources Director and the Interim Manager 

described the Interim Manager’s motivation for not documenting the Disclosing 

Analyst’s removal from casework.  The Interim Manager wanted to “keep things 

informal to protect her career.”  This rationale is discussed in detail in the City of 

Houston Inspector General’s report (See Ex. A).  “While [Interim Manager] may have 

benefitted as well from a lack of documentation, he sincerely felt [Disclosing Analyst] 

would suffer both in testimony and in cross-examination.  [Interim Manager] told 

[Disclosing Analyst] he planned to handle it informally, so as not to damage her career.” 

  The Inspector General concluded the Interim Manager knew the following facts: 

“The error came to light April 15, 2014 and the Disclosing Analyst was scheduled to 

testify in her first case less than 10 days later; the [Disclosing Analyst’s] cross-

examination would be difficult at best if it started with documentation that she reported a 
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blood analysis indicating a legal violation to the wrong individual.”  The Inspector 

General further concluded:  

[Interim Manager] attempted to shield [Disclosing Analyst] from the 
consequences of her error by removing her from casework and retraining 
rather than formal documentation.  Negative personnel reports are 
discoverable by defense counsel and can do great damage to an analyst’s 
credibility.  Interim Manager’s attempt to shield her from that damage 
does not support a finding that his decision to remove her from casework 
“chilled” her from coming forward with her own errors, in fact the reverse. 
 

  In interviews with the Human Resources Director, she explained the Interim 

Manager’s desire to “keep things informal” seemed unusual to her based on her prior 

experience in an industry unrelated to forensic science.  As a result of this, she asked the 

President and CEO of the HFSC about it, and he responded that things are done 

“differently” in a forensic laboratory.   

 When the investigative panel spoke with the President and CEO during the site 

visit, he did not have any recollection or familiarity with the case, and indicated he would 

wait until the Commission released a report in writing before commenting.  The 

Commission finds this position troubling in light of the Human Resource Director’s 

discussion with him as well as the fact that the Disclosing Analyst sent him an email on 

May 29, 2014 describing her concerns, to which he did not reply.  While the Commission 

understands that a CEO and President would not necessarily have intimate knowledge of 

daily casework in the laboratory, both the conversation with the Human Resources 

Director regarding the decision to “keep things informal” and the May 29, 2014 email 

should have raised red flags significant enough to merit further follow-up.     
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C. The Potential Chilling Effect on Transparency of Inaccurate Root Cause 
Analysis and “Keeping Things Informal”  

 
 The Commission is concerned about the Interim Manager’s post-hoc explanation 

of the decision to remove the Disclosing Analyst from casework based on the timeline of 

facts.  However, we assume for purposes of the discussion in this section that the Interim 

Manager’s concerns regarding the Disclosing Analyst’s performance were legitimate.  In 

other words, we assume for purposes of this discussion that the Disclosing Analyst’s 

performance and understanding of analytical concepts were so concerning to the Interim 

Manager that he decided she should be removed from casework for over three months.  

His decision not to document the reasons regarding her removal from casework is more 

troubling than any other aspect of this investigation.   

 The legal system imposes on prosecutors a Constitutional obligation to disclose 

information that is “favorable to the defense.” Brady v. Maryland (1963) 373 U. S. 83.  

Prosecutors are responsible for what they know or have in their files. The Brady 

disclosure responsibility extends out to the “team” that works with the prosecutor or law 

enforcement agencies in helping investigate the case. The Supreme Court has held: 

“[T]he individual prosecutor has a duty to learn of any favorable evidence known to the 

others acting on the government's behalf in the case, including the police. But whether 

the prosecutor succeeds or fails in meeting this obligation (whether, that is, a failure to 

disclose is in good faith or bad faith, [citation]), the prosecution's responsibility for 

failing to disclose known, favorable evidence rising to a material level of importance is 

inescapable.” (Kyles v. Whitley (1995) 514 U.S. 419, 437–438.)   

 During the 83rd Legislative Session, the Texas Legislature amended Article 39.14 

of the Texas Code of Criminal Procedure to include the following provision:  
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Notwithstanding any other provision of this article, the state shall 
disclose to the defendant any exculpatory, impeachment, or 
mitigating document, item or information in the possession, 
custody, or control of the state that tends to negate the guilt of the 
defendant or would tend to reduce the punishment for the offense 
charged.  TEX. CODE CRIM. PROC. 39.14(h). [emphasis added] 

 
By not documenting the reasons for removing the Disclosing Analyst from 

casework and not sharing information regarding the Disclosing Analyst’s removal from 

casework with the Harris County District Attorney’s office, the Interim Manager:  

1. Deprived the prosecutor of the opportunity to determine whether any 
action was required by the United States Supreme Court’s decision in 
Brady v. Maryland and/or Article 39.14 of the Texas Code of Criminal 
Procedure regarding disclosure of “impeachment information”; 

 
2. May have deprived the defense of impeachment information to which it 

was entitled;  
 

3. Created a greater long-term adverse impact on the Disclosing Analyst and 
the laboratory than if the laboratory had just addressed the errors and 
related corrective action upfront, as the Disclosing Analyst rightly 
expected would be done in accordance with the QM and related 
accreditation standards;  

 
4. Sent the message to a member of the Toxicology Section that it is 

acceptable to not to document issues that arise in the laboratory for fear of 
a tough cross-examination from the “other side”; and     

 
5. Undermined the HFSC Board’s long-term goal of providing service to 

both law enforcement and defense counsel.7 
 

When the Commission describes concerns regarding a potential “chilling effect,” 

it refers to a laboratory culture in which fear of potential adverse consequences 

discourages information from being communicated, either to management internally or to 

stakeholders outside the laboratory.  In this case, the inequitable root cause analysis could 

certainly have a “chilling effect” on the inclination of analysts to self-disclose in the 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
7 HFSC Board members have expressed deep concerns regarding the issues raised herein.  HFSC Board 
deliberations are public and may be viewed at: http://www.houstonforensicscience.org/meeting.php. 



	   29 

future.  In fact, every analyst we interviewed (current and former) with knowledge of the 

case expressed the opinion that the Disclosing Analyst was unfairly blamed for the 

reporting error.  This commonly shared perception was of great concern to the 

Commission, as was the Interim Manager’s decision to “keep things informal” for 

reasons discussed above. 

Notwithstanding these observations, the Commission noted during its site visit 

that the analysts in the Toxicology Section—including the Disclosing Analyst—appear to 

be hardworking, dedicated and honest people.  Many of the analysts are early in their 

careers with tremendous potential for future growth.  The Commission is optimistic that 

with the appropriate leadership, the staff will flourish and counteract any potential 

“chilling” concerns described above.  

VI. LESSONS LEARNED AND RECOMMENDATIONS  

A. Corrective Actions Taken by HFSC Management 

The HFSC has implemented corrective actions and made policy changes in 

response to the concerns described herein.  These initiatives include (but are not limited 

to) the following items:  

As described in HFSC CAPA 2014-11 and 2014-16,8  the Toxicology Section has 

suspended analyses where evidence may be associated with an incorrect case.  The 

laboratory now includes in its reports any information related to identified inconsistencies 

in the analysis.  At the time any inconsistency is detected, analysts may issue a report 

	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  
8 On December 22, 2014, the Commission’s General Counsel received an additional CAPA from the 
HFSC’s Acting General Counsel that appears to have been drafted by the Disclosing Analyst on October 
30, 2014 with a memorandum from the Interim Manager dated December 19, 2014.  Commission 
recommendations regarding CAPA resolution are contained in Section VI.C. below.  
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stating the issue has been identified, and subsequent analysis will not be performed until 

the issue is resolved.  (See Ex. T.)   

In addition, the HFSC Quality Division reviewed 142 (26%) of 544 case records 

that had been previously technically and administratively reviewed by the Interim 

Manager.  (See Ex. W.)  The purpose of the case record review was to evaluate the 

Interim Manager’s case record review process to determine “whether the fact that the 

Interim Manager missed the name error on technical and administrative review was an 

isolated event.”  The Quality Division did not identify any major administrative issues 

nor suspect name and/or incident discrepancies in the reviewed case records.  Minor 

administrative findings were noted and are described in Exhibit W to this report. 

The Harris County District Attorney also requested photos be taken of the 

evidence upon receipt by the laboratory.  The Toxicology Section is working to identify 

practical avenues to make those photos available at the time reviews are conducted.   

The laboratory also will have multiple employees conduct technical and 

administrative reviews on a particular case, as opposed to a single reviewer for both 

technical and administrative review. 

The laboratory also addressed the failure to track and resolve the submission form 

discrepancy through the appropriate CAPA process.  At the time the CAPA in this case 

should have been resolved, the Interim Manager was in charge of both the Toxicology 

Section and information technology for the entire laboratory.  The Quality Division had 

one manager and one quality assurance criminalist.  The laboratory has now hired 

additional staff in the toxicology and quality assurance units.  A total of five additional 
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quality assurance specialists were added to the laboratory’s budget this year to implement 

various quality control measures throughout the laboratory.  (See Ex. X.) 

In addition, on November 26, 2014, the laboratory issued (and the Board 

subsequently approved) a Progressive Corrective Action Policy (See Ex. Y.)  Its purpose 

is “to establish procedures for addressing the need for improvement in behavior and/or 

performance of employees of and civilians managed by” the HFSC.  This policy is 

distinct from the laboratory’s CAPA policy in that it addresses the conduct of people 

working for the HFSC, whereas the CAPA process focuses on procedures those same 

people are expected to follow.  In some circumstances the substance of the two 

documents may overlap, as the QM acknowledges.  (See Ex. S., QM at 27.) (“While it is 

not the purpose or intent of this policy to single out an individual or section, it may occur 

as a byproduct of the process.”).  The new policy emphasizes the need for equitable 

corrective action, which should address the concerns outlined in this report as the 

laboratory moves forward. 

The HFSC is also in the process of instituting a policy allowing members of the 

laboratory who are complainants to accrediting bodies and/or investigative agencies like 

the Commission to communicate openly (and without fear of adverse consequences) 

regarding the subject of the complaint. (See Ex. BB.) 

B. Additional Policy Improvements Made by HFSC Board 

As reported to the Commission on December 9, 2014 by HFSC Board Chairman 

Scott Hochberg, the HFSC Board directed HFSC management to make several changes 

that have since been adopted by the laboratory.  (See Ex. Z.)  They include (but are not 

limited to) the following:    
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On September 12, 2014, the Board approved a recommendation that a contract be 

executed with NMS labs for technical and managerial support for the Toxicology 

Section.  NMS personnel are now working on-site.   

The Board also directed that a process be developed to officially notify Houston 

Police Department management of any irregularities in evidence submission forms like 

the one subject of this complaint.   

The Board directed that a process be developed to notify the appropriate District 

Attorney’s office of any evidence irregularities as they are discovered.  The HFSC 

President and CEO is working with the Harris County District Attorney’s office to 

develop this process.  

On January 15, 2015, the HFSC announced the hiring of Dr. Peter Stout as its first 

Chief Operations Officer.  Dr. Stout’s background is in forensic toxicology including 

extensive professional experience and a recently concluded term as President of the 

Society of Forensic Toxicologists.  (See Ex. AA.) 

C. Additional Recommendations  

The Commission makes the following recommendations in addition to the items 

initiated by the HFSC and its Board:  

1. The Quality Director should revise the original CAPA (2014-11) to 
accurately reflect the root cause of the erroneous blood alcohol report 
discussed herein.  While the Disclosing Analyst’s contribution to the error 
should not be minimized, it should be represented appropriately within the 
context of the other facts in the case.  
 

2. The Quality Director has the authority to provide oversight in the 
development and issuance of CAPAs throughout the laboratory.  She 
should be able to exercise that authority independently.  This includes 
ensuring individuals with responsibility for errors not be afforded 
excessive discretion in drafting the CAPA, determining the root cause, and 
implementing related personnel consequences.  In situations with potential 



	   33 

conflicts of interest, the Quality Director should be especially vigilant in 
ensuring a fair and accurate root cause analysis. 

 
3. It is essential for members of the HFSC Toxicology Section to have strong 

scientific leadership.  The optimal solution would be to find a qualified, 
permanent manager for the Toxicology Section who can effectively lead 
the Section and nurture the development of junior analysts over time.  If 
the only viable option is to fill this need through outsourcing to NMS, then 
NMS management must be continually present in the laboratory to provide 
oversight, guidance and training as needed.  

 
4. In the future, managers should not be simultaneously tasked with two 

major responsibilities—such as directing the Toxicology Section and 
managing information technology for the entire HFSC.  This dynamic 
leaves the manager in an impossible position and is unfair to analysts who 
need regular direction. 
 

5. All forensic analysts and managers at HFSC (and other laboratories 
statewide) should receive quality training on the disclosure obligations set 
forth in Brady v. Maryland (and related case law) as well as in Article 
39.14 of the Texas Code of Criminal Procedure (the “Michael Morton 
Act”).  This training should be conducted in collaboration with the Harris 
County District Attorney’s Office and other customers so that expectations 
are shared.  In addition, the Commission is developing a web-based 
training program in collaboration with the Texas Criminal Justice Integrity 
Unit and will make it available to all laboratories in Texas as soon as 
practicable.  

 
6. HFSC personnel with any role in root cause analysis should receive 

quality training on the appropriate way to conduct such analysis.  It is a 
challenging topic that may not come naturally to many laboratory 
personnel.  The Commission will work to develop a quality training 
program on root cause analysis and make it available to laboratories 
statewide as soon as practicable. 

 











EXHIBIT A 



CONFIDENTIAL 

CITY OF HOUSTON 
INTER OFFICE CORRESPONDENCE 

DATE: December 18, 2014 

SUBJECT: Request for Investigation by 
HFSC Dr. Daniel Garner 
OIG #1 111400200 

ATTORNEY - CLIENT COMMUNICATION 
ATTORNEY WORK PRODUCT 

OFFICE OF INSPECTOR GENERAL REPORT 

This Office of Inspector General (OIG) Report responds to a request from Dr. Daniel Gamer. 
Houston Forensic Science Center (HFSC) Executive Director, to review HFSC's handling of the 
chain of events initiated when Houston Police Department (HPD) OFFICER submitted an 
evidence envelope barcoded HPD Incident #124796613 on the outside of the envelope, showing 
the suspect's name as SUSPECT# I. However, inside the evidence envelope were two vials of 
blood labeled with SUSPECT #1 's name but marked with a different incident number (HPD 

incident# 124607913) but also showing SUSPECT #I as the suspect. 

C HRONOLOGY (All dates indicated are considered to be '"on or about '' dates) 

July 9, 2012 - HPD lab hired ANALYST as an entry level Criminali st for blood alcohol 
analysis, a position later renamed Analyst. 

Sept/October, 2012 - HPD Lab purchased the assets of Sam Houston State Cniversity (SHSU) 
lab and offered employment to certain of its employees. including FORMER TOXICOLG Y 
MA .AGER. Per NTERIM TOXICOLOGY MANAGER. the former SHSU employees. 
including FORMER TOXICOLOGY MANAGER. '"came on board and abandoned all the 
methods and things I set up and they went with their method for analysis." 
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May 13, 2013 - FORMER TOXICOLGY MANAGER and DIRECTOR-FORENSIC 
ANALYSIS DIVISION rated ANALYST 4.00 (Exceeds Expectations) on her 10-month 
probationary evaluation. 

June 26, 2013 - FORMER TOXICOLGY MANAGER cleared ANALYST for independent case 
work under ISO accreditation. While a year is a long period for a lab to train a new-hire blood
alcohol analyst before releasing her to independent work, no docwnentation indicates 
ANALYST had performance issues. 

October 5, 2013 - HPD OFFICER submitted to HPD lab an evidence envelope barcoded HPD 
Incident #124796613 on the exterior of the envelope and showing the suspect's name as 
SUSPECT # I. Inside the envelope are two vials of blood marked with a different incident 
number (HPD incident# 1246079 13) but also showing SUSPECT # I on the label. 

October 15, 2013 - RECEIVING ANALYST contacted OFFICER via email pointing out the 
mistake and asking "How can this issue be reso lved?" 

October 16, 2013 - OFFICER emailed RECEIVING ANALYST, "I see that I wrote the wrong 
case information on the submission form. Case 124796613 belongs to SUSPECT #2 which is a 
breath case, no blood involved. Case I 24607913 belongs to SUSPECT # I. The envelope and 
tubes belong to the SUSPECT # I case." OFFICER asks ifhe needs to fill out a corrected 
submission form. (These emails remained in each cmployce·s individual email account until. 
By the end of any analysis HPD lab expected emails to be part of the "case record," a tenn that 
includes both paper and email and electronic information. The lab had no written policy 
requiring either an emai l search for missing items or for emails such as this to be placed in either 
an electronic case file or a paper case file early enough in the analysis process for a later search 
to have located these emails.] 

October 17, 2013 - RECEIVING ANALYST emailed OFFICER another submission fonn. 

October.31, 2013 - RECEIVING ANALYST emailed OFFICER asking if he has yet to submit 
the submission fonn for case # 124 796613. 

November 5, 2013- OFFICER emailed RECEIVING ANALYST stating he forgot, .. But just 
dropped it off and stapled a note with your name on it. .. RECEIVING ANALYST responded 
asking if OFFICER dropped it off to CER. (Central Evidence Receiving). OFFICER responds 
he dropped it off .. where we drop off the blood vials." 
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December 5, 2013 - RECEIVING ANALYST again emailed OFFICER indicating she had yet 
to receive the fonn and .. It must have got lost in transit.'. She asks him to email or fax the fonn 
to her. 

December 9, 2013 -ANALYST analyzed evidence with name discrepancy and set it aside. 
There was no written policy regarding analyzing samples with discrepancies pending resolution 
of the discrepancy. but the HPD Lab did this as a common lab practice for minor discrepancies. 

December 31, 2013 -FORMER TOXICOLGY MANAGER resigned from the HPD Lab. The 
HPD Lab added FORMER TOXICOLOGY MANAGER. duties to those of INTERIM 
TOXICOLOGY MANAGER, making him .. Police Administrator:' functioning as the Assistant 
Lab Director; LIMS administrator: as well as the Lab' s Acting Toxicology Manager. 

January 1, 2014 - Effective date that INTERIM TOXICOLOGY MANAGER began his duties 
as Acting Toxicology Manager for the HPD Lab. 

January 3, 2014 - The Harris County ADA assigned to the SUSPECT #I case asked INTERIM 
TOXICOLOGY MANAGER about the tests results for SUSPECT # I because he could not find 
the results in LIMS. INTERIM TOXICOLOGY MANAGER replies that he found two earlier 
cases in LIMS for SUSPECT# I but none with incident # 124607913. Unknown to INTERIM 
TOXICOLOGY MANAGER at that time, the blood analysis and blood vials were in the 
ev idence envelope barcoded to the incident number in SUSPECT #2' s case which ends in 613. 

January 7, 2014 - INTERIM TOXICOLOGY MANAGER emailed ADA and OFFICER 
saying .. We are trying to find a sample on a case invo lving SUSPECT # l" mentioning case # 
1246079 13 and asking if the evidence was submitted to the property room or another lab. ADA 
responds that OFFICER was the arresting and transporting officer stating 'Tm assuming he also 
submitted the sample:' 

January 10, 2014 - ANALYST signed under oath the .. certificate of analysis" that the blood 
sample barcoded to the incident invo lving SUSPECT #2 tested at ··o.168 grams of ethanol per 
100 milliliters of blood:· when in fact that blood sample belonged to SUSPECT # 1. She placed 
the inaccurate report in the queue for technical and administrative review. INTERIM 
TOXICOLOGY MANAGER performed both reviews of the case on the same day and failed to 
review the case file in sufficient detai l to note that the incident number did not match the blood 
vials or that the alleged suspect never had blood drawn. but rather only had a breath test. With 
INTERIM TOX ICOLOGY MANAGER·s approval. the report was released to LIMS. 
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January 15, 2014 - OFFICER emai led INTER1M TOXICOLOGY MANAGER copying 
RECEIVING ANALYST as follows: 

INTERlM TOXICOLOGY MANAGER, I just looked over my report and it says the 
blood specimen was turned in to 1200 Travis lab. I know this case was mixed up with 
another case (if I remember correctly). Due to an error on my part with the evidence 
submission fonn. But now I am confused: 

RECEIVING ANALYST, I read your emai l (again) and now I am confused. The case 
you need an evidence submission form was mixed up with this other case that [he] is 
looking for. 

[Had INTERIM TOXICOLOGY MANAGER and RECEIVING ANALYST read this email 
addressed to both of them and communicated with each other. the paperwork mix-up would have 
been revealed, leading to the discovery of ANAL YST's report filed on the wrong suspect. 
However, OIG notes that ANALYST admits: "I remember [INTERIM TOXICOLOGY 
MANAGER] coming to me earlier that year about case .. . he was looking for a case .. . and he was 
like if you have time can yo u find this number. But I don' t know which case it was. It was a 
number ... but we couldn' t find it. It was not in LIMS. it was not in our coolers."] 

March 13, 2014 - An ADA asked ANALYST to create a power point to use in her testimony in 
an upcoming trial , which ultimately did not go forward. She had never done this before and ran 
it by INTER1M TOXICOLOGY MANAGER requesting feedback. During this discussion 
INTERIM TOXICOLOGY MANAGER became concerned about ANAL YST's understanding 
and ability to explain how the blood alcohol instrument known as the PerkinElmer worked. He 
gave her a case study to assist her. 

March 26, 2014 - The DA on the case dismissed the aggravated DWI charge against third-time 
offender SUSPECT# I because the HPD lab could not find the blood sample. The DA issued 
SUSPECT # I a new lesser charge of .. fai lure to provide information." 

March 28, 2014 -OFFICER email ed INTERIM TOXICOLOGY MANAGER v.~th a copy to 
RECEIVING ANALYST and his own chain of command to clear up the mixed submission form 
issues verbatim as fol lows: 

INTERlM TOXICOLOGY MANAGER. --Case number 12./796613-F, which belongs to 

SUSPECT #2 is a breath case. therefore no blood involve. --Case number 12./60791 J-Q 
is /or SUSPECT #/ . 
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RECEIVING ANALYST and I had emailed back and forth several time about this issue. 

When I tagged the blood the first time, I turned in a submission form. I believe I messed 

it up by putting that other case number. While emailing RECEIVING ANALYST she 

told me to t11rn another submission.form in and I dropped off another one at I 200 Travis 

drop box wirh a nore on it. I believe RECEIVING ANALYST never got that one either 

so she asked me to fax it over. I faxed ii over (never checked confirmation). I never 

heard abo111 it again so I thought ir was good 10 J?O ... 

I have one rhat I can email you or fax it today. As soon as you get this email let me know 

how you want me to do ii. I will be up.for a while. Give me a call. 

OFFICER's email triggered no action on the part of either INTERIM TOXICOLOGY 
MANAGER or RECEIVING ANALYST. INTERIM TOXICOLOGY MANAGER admitted to 
OIG this email triggered no action, but stated he may not have ever seen the email as he was 
overwhelmed with emails having accepted the toxicology responsibi lities in addition to his two 
other positions. 

April 3, 2014 - Pursuant to an Interlocal agreement signed by Houston City Council in February 
20 I 4. management and oversight of the lab changed from HPD to the local government 
corporation. HFSC. 

April 15, 2014 - Per her memo to fNTERIM TOXICOLOGY MANAGER dated April 17. 20 14, 
ANALYST noticed an unsealed piece of evidence in Cooler #2 with a post-it that read "'Waiting 
on Otlicer Reply already analyzed.- ANALYST" Upon further investigation in LIMS, 
ANALYST discovered a report under incident number 1247966 I 3 with subject name of 
SUSPECT #2. The unsealed evidence name read: SUSPECT # I, and there were two incident 
numbers on the envelope, one hand written ( 124607913) and the other was a barcode label 
(1247966 I 3). ANAL YST's memo reads: 

[ANA LYST} went downstairs ro the 2i 11 jloor to retrieve rhe case folder for 12./796613, 

ll'here [ANALYST} found a submission form with SUSPECT #2, a final report. a prinl out 

ji-om OLD with suspect information on SUSPECT #2. and an evidence description and 

review form with case notes ji-om RECEIVING ANA LYST that read "The name on the 

.wbmissionform and LIMS is "SUSPEC T li2." The name on rhe envelopes and blood 

tubes is "SUSPECT #I." The tubes have the incident # "/2./607913." which is not on 

LIMS". [ANALYST} conracred DIRECTOR-FORENSIC ANALYSIS DIVISION who 

instructed [her j to follow-up wirh QA/QC Supervisor. ANALYST also informed in1erim 

Toxicology .'vfanager INTERIM TOXICOLOGY .'v!ANAGER. 
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On this same date INTERIM TOXICOLOGY MANAGER confirmed in LIMS that no one had 

accessed ANAL YST's erroneous report of SUSPECT #2's blood alcohol level. INTERIM 

TOXICOLOGY MANAGER showed ANALYST the evidence that no one had accessed the 

report. 

April 15 -Junc 13, 2014 -- During this date range, the .. QNQC database" revealed that 

QUALITY MANAGER opened a .. place-saver" for the Correcti ve and Preventive Action Report 

(CAPA) with tracking number 20 11. She indicates she must have originally given INTERIM 

TOXICOLOGY MANAGER tracking number 2010 to draft the CAPA because that is the 

number he used to create the CAPA eventually dated 8/4/1 4 such that QUALITY MANAGER 

had to strike through the ··20 IO" and initial her change to tracking number ·'2011." 

April 16, 2014 - rNTERIM TOXICOLOGY MANAGER reports he met with ANA LYST in the 

Library on the 261
h fl oor to remove her from casework and she told him: ·'I already worked 1500 

cases why are you pulling me now?' He followed up that conversation up with an email 

requiring ANALYST to '·focus so lely on documenting the issues surround the case we discussed 

yesterday (I 24 796613 )" and .. do not handle any evidence, process any data. or generate any 

reports or documentation that is unrelated to your research on this case." The email also notes: 

You expressed !hat you have pholographs 1ha1were 1aken previously but were not 
uploaded into the lli\IJS as were others from this batch. I also understood that you had 
partially marked the eridence at the time it was analyzed bw did not complete your 

labeling at thal time. 

April 21, 2014 - ANAL YST reported she spoke with INTERIM TOXICOLOGY MANAGER 

who told her the SUSPECT # I case was resolved but that she could not return to doing 

casework. rNTERIM TOXICOLOGY MANAGER was aware that ANALYST was due to give 

her first court testimony and be subject to cross examination in less than I 0 days in an unrelated 

case. 

April 29, 30, 2014 - After testimony begru1. the ADA called INTERIM TOXICOLOGY 

MANAGER to stand by to testify in ANAL YST's first court testimony in incident #035791513. 

While present, INTERIM TOXICOLOGY MANAGER made lengthy notes evaluating her 

testimony. Later he checked boxes on form indicating she needed improvement in the areas of 

Lab Examinations. Clarity, Conclusions. and Impaniality. 

May 5, 2014 - Per A AL YST, she spoke to INTERIM TOXICOLOGY MANAGER a second 

time about returning to casework. The documentation indicates that beginning this date and 
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continuing through June 30. 2014, INTERIM TOXICOLOGY MANAGER had ANALYST train 

individually on courtroom testimony. 

May 12, 2014 - Per ANALYST, she spoke to INTERIM TOXICOLOGY MANAGER a third 

time and he told her she could not return to casework because she needed to improve her 

testimony based on his evaluation of her testimony on April 30, 20 14. 

May 21, 201~ - ANALYST requested a meeting with HR DIRECTOR. 

May 22, 2014 - ANALYST met with HR DIRECTOR stating she didn' t understand how to get 

back to case work and that she was embarrassed about being underuti lized. 

May 23, 2014-HR DIRECTOR met with INTERlM TOXICOLOGY MANAGER to discuss 

ANAL YST's concerns about returning to casework. INTERlM TOXICOLOGY MANAGER 

explained that he was sensitive about documenting concerns about ANAL YST's perfom1ance 

which would make ANALYST subject to painful cross examination; instead he preferred having 

her retrain until he was comfortable that she would do well on the stand. He also mentioned his 

workload regarding his lack of time. 

May 27, 2014 - HR DIRECTOR met with ANALYST to tell her INTERIM TOXICOLOGY 

MANAGER 's concern. i.e .. his preference not to document his performance concerns but rather 

to handle matters by retraining until he felt comfortable returning her to casework. ANALYST 

told HR DIRECTOR she did not "care" and ''did not agree'' with INTERIM TOXICOLOGY 

MANAGER 's concerns on her behalf. She req uested that the concerns that were keeping her 

from returning to casework be documented. 

May 29, 2014 -ANALYST wrote an email to EXECUTIVE DIRECTOR titled 

·'nonconformance and casework" stating: 

It has been brought to my attention by HR DIRECTOR that you are aware of my current 

casework status. It was unclear of how much you knew about the situation so I have 

written a memo explaining the situation. I have also attached the original memo that was 

sent to INTERJM TOXICOLOGY MANAGER and QUALITY MANAGER. If there are 

any questions or concerns please feel free to contact me at any time. 

EXECUTIV E DIRECTOR forwarded ANAL YST's email to HR DIRECTOR and QUALITY 

MANAGER for handling in the normal course. 
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May 30, 2014 -INTERJM TOXICOLOGY MANAGER gave ANALYST a retraining exercise 
she describes as "a sheet of calculations to perform." Later that day, ANALYST emailed the 

ASCLD/LAB expressing concern with her laboratory's lack of documentation stating: "On April 

16, 2014 I was taken off casework with no explanation of why. I have asked repeatedly for 
documentation containing a root cause analysis or a CAPA form, but nothing has transpired thus 

far. " However, ANALYST did not copy HFSC, which did not receive a copy of her 

ASCLD/LAB complaint until June 23, 2014. 

June 3, 2014 -ANALYST emailed[] ASCLD/LAB, Accreditation Program Manager restating 

the April 15, 2014 error in the passive voice without listing herself as the person preparing the 
erroneous report and indicating the matter was resolved on April 21, 2014 based on a 

conversation with INTERIM TOXICOLOGY MANAGER. ANALYST states: "After 

discussing the facts of the case with the quality and interim managers, the interim manager 

decided I should not continue with any other casework until this was resolved ... " It is my 

opinion that this is a level 3 nonconformance were the report should have been recalled and 

amended serving as the customer's notification. Being taken off casework was not justified. 

Furthermore none of the above was documented as per ASCLAD/LAB procedure because it was 

said to me by my interim manager, this would be informal to protect my professional career. To 

date the report has not been corrected with the correct incident number and name nor has the 

customer been notified." 

June 4, 2014 -ANALYST submitted a Lab Disclosure Form to the Texas Forensic Science 

Commission citing case # 124 796613 and disclosing that the subject in DWI case 124 7966 13 

(SUSPECT #2) was found guilty and sentenced and case 1246079 13 was dismissed . 

.June 5, 2014 -ANALYST testified a third time in court. 

June 13, 2014 - HR DIRECTOR set up a meeting with both ANALYST and INTERIM 

TOXICOLOGY MANAGER. He stated his concerns that were keeping her from returning to 

casework and she asked him to write them down. They agreed to meet again once he had done 

so. INTERIM TOXICOLOGY MANAGER shared a draft of his "write up" with HR 

DIRECTOR before sharing it with ANALYST. HR DIRECTOR advised INTERIM 

TOXICOLOGY MANAGER to split the wTite-up into two parts: ( I) his concerns about her 

testimony; and (2) his other concerns including hi s concerns about her handling of the SUSPECT 

# I case. 

June 19, 2014 - As agreed, HR DIRECTOR, ANALYST and INTERIM TOXICOLOGY 

MANAGER met a second time for INTERIM TOXICOLOGY MANAGER to review wi th 

ANALYST a draft of his concerns. INTERIM TOXICOLOGY MANAGER agreed that if she 
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had a factual concern about the write-up, he would change it. She took a copy of the draft and 
agreed to review and change factual errors and they agreed to meet a third time. 

June 23, 2014 - HFSC received notice of ANAL YST's complaint to ASCLD/LAB. 

June 24, 2014 - As agreed. HR DIRECTOR, ANALYST and INTERIM TOXICOLOGY 
MANAGER met a third time. but ANALYST had not made any changes to INTERIM 
TOXICOLOGY MANAGER's write up. They agreed instead to go through the draft word-for
word. They agreed on a fina l version of the facts of the '·Court Testimony Evaluation." 
According to HR DIRECTOR's contemporaneous notes of the meeting, ANALYST stated: ··The 
only thing I disagree with you on is taking me off casework," and as to the concerns he raised 
with her originally, she stated: " I didn' t take you seriously." rNTERIM TOXICOLOGY 
MANAGER told ANALYST what she had to do to get back on casework--a proficiency test. 

June 27. 20 14 - ANAL YST took the proficiency test prepared by INTERIM TOXICOLOGY 
MANAGER and acknowledged receipt of the '"Court Testimony Evaluation" they had worked on 
through three meetings in the presence of HR. 

July 15, 2014 - Harris County ADA. provides written statement re: the conviction of SUSPECT 
#2 and his third DWI offense. SUSPECT #2 pied gui lty and was sentenced to two years TDC. 
Ms. Knecht stated that the blood vials of SUSPECT # t which were mistakenly submitted and 
analyzed under the SUSPECT #2 case were not submitted as evidence and played no part in the 
SUSPECT #2 conviction. 

July 16, 2014 - HFSC responded to ANALYST complaint to ASCLD/LAB. INTERIM 
TOXICOLOGY MANAGER responded. '·After reviewing the data in the system I determined at 
that time the report had not been emailed and that no one had accessed the final report through 
the web based interface prior to wi thdrawal. "Currently we are wait ing on a formal response 
from the District Attomey·s Office regarding how they woul d like to proceed with the blood 
alcohol case.'' 

July 18, 2014 - ANALYST signed her annual evaluation (7/1 / 13 to 7/1/1 4) rating her 3.25 
(Meets Expectations). A AL YST stated that the "significant error" that lowered her score was 
the blood vial incident that she caught and reported to INTERIM TOXICOLOGY MANAGER. 
implying that if she self-reported her error. the error itself should not affect her evaluation. In 
normal HR practice however. no employee could expect to get as good a rating after she made an 
error as without. 
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July 28, 2014 - fNTERIM TOXICOLOGY MANAGER emailed ANALYST, releasing her to 
casework and notifying her that a confirmatory memo was in process. 

August 1, 2014 -ANALYST amended and submitted case # 124 796613/version 2 indicating 

.. The original report was retracted due to discrepancies between the submission form and the 
physical evidence received." DIRECTOR-FORENSIC ANALYSIS DIVISION appeared before 
the Commission confirming that ANALYST was back on casework. DIRECTOR-FORENSIC 
ANALYSIS DIVISION also referred to concerns about ANAL YST's testifying ability as the 
basis for ANAL YST's lengthy removal from case work. 

August 4, 2014 - (a) Four months after the error came to light on April 15, 20 I 4, INTERIM 

TOXICOLOGY MANAGER, QUALITY MANAGER and DIRECTOR-FORENSIC 
ANALYSIS DIVISION submitted the first CAPA 2014-010, on which QUALITY MANAGER 
corrected the tracking number from 2014-010 to 20 14-0 11 in her own handwriting and initialed 
it. They also issue CAPA 2014-016 to document the delay in documentation. CAPA 2014-016 
listed as the root cause of the delay that INTERIM TOXICOLOGY MANAGER' s "oversight of 
the section was diminished by his other IT related duties." [Investigative Note-CAPA numbers 
are often discussed in shortened form as 2010 or 2011.] (b) On this same date, INTERIM 
TOXICOLOGY MANAGER amended case report #124796613/3 to state: 

Evidence from incident 12-1607913 was submitted in this case. Because of this 

discrepancy. results will not be reported. This case was a breath alcohol case. This 

laboratory does not perform breath alcohol testing. 

However. DIRECTOR-FORENSIC ANALYSIS DIVISION did not approve of INTERIM 
TOXICOLOGY MANAGER performing the amendment because it caused the CAPA format to 
show him signing as the analyst. Therefore, DIRECTOR-FORENSIC ANALYSIS DIVISION 
required ANALYST to amend the CAPA so the correctly-positioned individuals would show as 
having signed the CAPA. 

August 15, 2014 -ANALYST amended case report #1247966 13/3 indicating: 

Blood evidence from incident #12-1607913 wi1h 1he name SUSPECT #1 was submiued 
under incident #12./796613 with the name of SUSPECT #2. The evidence for incidem 

#12-179661 J was a breath alcohol test. This laboratory does not perform breath alcohol 
testing. Due to this discrepancy, the original report dated 11/0120/./ has been 

retracted. ·· She also amended incident #12-160791 JI./ to read '" This report supersedes 

1he reports da1ed August ./, 2014. Blood evidence from 1his case was submiued under 

incident #12-1796613. Due 10 this discrepancy no results will be reported. 
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September 4, 2014 -ANALYST was informed she would not receive a salary increase due to 

··performance issues," but would be re-evaluated in three months. 

October 14, 2014 -- rNTERlM TOXICOLOGY MANAGER reported to HR DIRECTOR: ·'For 

the past three months, I have monitored ANAL YST's work activi ties ... Based on my 

observations, her performance during this time period is satisfactory. I propose that she be given 

the two-year pay increase at this time." 

November 8, 2014 -- ANAL YSrs raise became effective. 

FINDINGS 

A. Perfect Storm 

December 9, 2013, HPD Jab ANALYST analyzed the blood vials at issue and set them aside. 

The FORMER TOXICOLOGY MANAGER resigned effective December 31, 2013, leaving a 

large backlog of blood "batches," one of which was the blood at issue here. He left that backlog 

for rNTERIM TOXICOLOGY MANAGER, who also continued to function as the head of IT 

and the Assistant Lab Director. 

On January I 0, 2014, ANALYST signed the "certi ficatc of analysis" that the blood sample 

barcoded to the incident involving SUSPECT #2 tested at ··0.168 grams of ethanol per l 00 

milliliters of blood," when in fact that blood sample belonged to SUSPECT# 1. She placed the 

inaccurate report in the L!MS queue for technical and administrative review. rNTERIM 

TOXICOLOGY MANAGER performed both reviews of the case on the same day and failed to 

review the case file in sufficient detail to note that the incident number did not match the blood 

vials or that the alleged suspect never had blood drawn. but rather only had a breath test. With 

fNTERIM TOXICOLOGY MANAGER's approval, the report was released to LIMS and 

became available to the District Attorney's office and others outside the lab permitted access to 

L!MS. 

The lab never opened an electronic file on SUSPECT # I, having switched his blood evidence file 

with the breath evidence fi le of SUSPECT #2, because the lab does not analyze breath. 

Therefore, HPD lab's many attempts to locate the missing blood under the SUSPECT # I case 

number were futile since the information was in the SUSPECT #2 file . 

April 3, 2014, HFSC assumed ownership and management of the former HPD lab. On April 15, 

2014, ANALYST discovered and reported the error in the SUSPECT # I case. INTERIM 
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TOXICOLOGY MANAGER checked LIMS and withdrew the inaccurate report after checking 
that no one had accessed the inaccurate report. INTERIM TOXICOLOGY MANAGER had 
never written a CAPA before. QUALITY MANAGER deemed the matter CAPA-worthy and 
initiated a CAPA "placeholder" on the matter in the QA/QC database at some point after April 
28 and before June 13, 2014. However, in coordination with DIRECTOR-FORENSIC 
ANALYSIS DIVISION and INTERIM TOXICOLOGY MANAGER, QUALITY MANAGER 
failed to finalize it until August 4, 2014. 

Both CEO and DIRECTOR-FORENSIC ANALYSIS DIVISION seemed to indicate to the 
Commission that a CAPA on the ANALYST/INTERIM TOXICOLOGY MANAGER error 
existed before the one dated August 4, 2014. Obviously, HFSC would have liked to have shown 
that a CAPA was already in place before the complaint to the Commission. However, Ola's 
investigation revealed that Quality Manager Wilson had a CAPA "placeholder" in the data base 
entered between April 28, 2014 and June 13, 2014. HFSC management had much discussion 
about the CAPA and each draft, even if only placeholder draft language, was overwritten without 
leaving underlying evidence or metadata. O!G understands from this evidence that the parties 
used the word CAPA as ifone were final when it was not. OIG understands HFSC expects to 
have the ability to maintain these drafts electronically and by version in the future. 

Conclusion #1 

OIG would find this a Level III error and understands that the Commission has voted to issue 
such a finding. OIG recommends that moving forward, HFSC avoid a structure or a situation 
where a person involved in an error is part of the decision-making about whether that error is 
CAP A-worthy or otherwise reportable. OIG also recommends that HFSC make clear to its 
employees that the Quality Manager is responsible for that decision-making. 

CAPA's are not disciplinary documents and their purpose is to document errors and the 
corrective action to assure that particular error does not recur. CAPA 201 1 could be improved by 
using best practices to write it: (I) avoiding passive voice for clarity of actors and actions; (2) 

using positions rather than names to assure universal rather than individual use; and (3) avoiding 
HR discussions. OIG recommends that CAPA 2011 be amended again as follows: 

DESCRIPTION OF ISSUE: 

The receiving analyst found inconsistent infomiation on the samples and evidence packaging and 
sought a revised submission form from the submitting oflicer. Meanwhile, a different analyst 
acknowledged the discrepancy and analyzed the sample while awaiting the revised officer 
submission- an action nonnal for minor discrepancies and not a violation of any written policy. 
The analyst labeled the item to indicate that analysis was complete but being held pending the 
revised submission fonn from the officer. On January 8. 2014, the analyst generated a report, 
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signed the report, and submitted it for technical and administrative rev iew wi th the 
inconsistencies still unresolved by the submitting officer. The examination documentat ion in the 
case folder included a note regarding the discrepancy, and both analysts acknowledged it. The 
analyst's supervisor conducted the technical and administrative rev iew of the case without 
acknowledging the inconsistency or catching the error. 

ROOT CAUSE: 

A lack of attention by both the analyst and the analyst's supervisor allowed the report containing 
inaccurate infonnation from the submitting officer to be reported to the District Attorney's office. 

ACTION STEPS: 

On April 15, 2014. the analyst realized the report was released with incorrect infonnation and 
reported it to laboratory management. The analyst's supervisor withdrew the incorrect report 
before it was reviewed by the customer. At the direction of the supervisor, the analyst placed all 
correspondence in the case record. Moving forward, reports of analysis will be augmented to 
include information regarding inconsistencies when they are identified. Of the 44 7 reports that 
were reviewed by the section supervisor. half underwent a secondary technical and administrative 
review and the remainder underwent an admin istrative review. 

MANAGEMENT REVIEW AND RESOLUTION: 

The lab changed its Standard Operating Procedure and now halts any analysis where there is a 
possibi lity that evidence is associated with an incorrect case. Inconsistencies are now noted in the 
body of the fina l report as standard practice. At the time an inconsistency is detected, an analyst 
may issue a report stating that an issue has been identified and analysis wi ll not be perfonned 
until the issue is rectified. Technical and Administrative reviews are now conducted by multiple 
members of the section rather than a single individual. 

B. Policy on Analyzing Evidence with Discrepancies and Setting Aside 

As of January I 0, 2014, when ANALYST signed off on the erroneous report, the practice in the 
toxicology lab for minor errors had been to conduct the sample analysis, get the results, and set 
the case aside waiting for the di screpancy to be corrected. ANALYST stated she set the report 
aside and does not remember digitally signing the report, which requi red her password and 
employee ID. INTERJM TOXICOLOGY MANAGER stated he signed off on the TR and AR 
reviews because he trusted that the FORMER TOXICOLOGY MANAGER had previously 
reviewed the batch conta ining the SUSPECT #I vials. INTER1M TOXICOLOGY MANAGER 
stated he initialed what FORMER TOXICOLOGY MANAGER had previously reviewed. 
INTERIM TOXICOLOGY MANAGER also stated that ANALYST should not have run the 
blood vials belonging to SUSPECT #I because the discrepancy was not .. minor,'" but admits 
there is no written policy or procedure. 
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Conclusion #2 

The revised SOP halting the process for any discrepancy resolves this matter. 

C. Concerns about Chilling Effects of Toward Analyst Self-Reporting 
Error 

The facts are not in dispute and all actors have admitted their shortcomings in this event. After 

ANALYST self-reported and INTERIM TOXICOLOGY MANAGER admitted he erred in 

approving her report, the lab had to decide two matters: ( I) how to handle the cause of the error; 

and (2) how to document the error. HFSC removed ANALYST from casework for 3 Yi months, 

documented concerns about her performance at her request; and delayed her expected raise for 

four months. HFSC verbally counselled INTERIM TOXICOLOGY MANAGER for hi s part of 

the error and re-evaluated a large sample of his prior case reviews, finding them acceptable. 

(1) Removal From Casework & Documentation of Performance Concerns 

INTERIM TOXICOLOGY MANAGER met with ANALYST in the library on the 26th floor to 

remove her from casework on the day ANALYST self-reported and told her he had concerns 

with her performance. In her meeting with HR DIRECTOR on June 24, 20 14, ANALYST 

admitted she did not take INTERJM TOXICOLOGY MANAGER seriously when he discussed 

these concerns. INTERIM TOXICOLOGY MANAGER knew: 

( I) ANALYST made the error on January 10. 20 14, six (6) months after completion of 

he r one-year probation. during which she performed no independent case work; 

(2) The error came to light April 15, 2014 and ANALYST was scheduled to testi fy in her 

first case less than I 0 days later; 

(3) ANAL YST's cross-examination would be difficult at best if it started with 

documentation that she reported a blood analysis indicating a legal violation to the wrong 

individual ; and 

(4) ANAL YST's lab training occurred under protocols replacing those he \\'Tote. where 

he fel t his own were more strict and would have provided better training. 

While INTERIM TOXICOLOGY MANAGER may have benefitted as well from a lack of 

documentation. he sincerely felt ANALYST would suffer both in testimony and in cross

examination. INTERIM TOXICOLOGY MANAGER told ANALYST he planned to handle it 

informally, so as not to damage her career. 

He removed her from casework immediately upon the revelation of the error on April 15. 2014. 

ANALYST stated both that: ( I) she spoke to INTERIM TOXICOLOGY MANAGER three 
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times about returning to casework; and (2) she had no idea that he had concerns about her 
performance or what she needed to do to return to casework. In her first conversation with him 
less than a week later on April 21 , 2014, ANALYST said she understood only that the SUSPECT 
#1 case was resolved but that she could not return to doing casework. ANALYST testified in her 

first trial on April 29, 30, 2014. While present at that testimony, fNTERIM TOXICOLOGY 
MANAGER made lengthy handwritten notes evaluating her testimony and reported she needed 
improvement in the areas of Lab Examinations, Clarity, Conclusions, and Impartiality. 

ANALYST states she spoke to INTERIM TOXICOLOGY MANAGER about returning to 
casework a second time less than a week after her first trial testimony. The documentation 
indicates that beginning this date and continuing through June 30. 2014, INTERIM 
TOXICOLOGY MANAGER had ANALYST train on courtroom testimony-- mostly testimony 

review and some calculation practice. 

ANALYST states she spoke to INTERIM TOXICOLOGY MANAGER a third time on May 12, 
2014 and he told her she could not return to casework because she needed to improve her 
testimony based on his evaluation of her testimony on April 30, 2014. 

Unhappy with fNTERIM TOXICOLOGY MANAGER's decision not to allow her to return to 
casework, ANALYST went to HR DIRECTOR in HR on May 22, 2014 stating she didn' t 
understand how to get back to case work and that she was embarrassed about being 

underutilized. On May 23, 20 14. HR DIRECTOR met with INTERIM TOXICOLOGY 
MANAGER to discuss ANAL YST's concerns about returning to casework and fNTERIM 
TOXICOLOGY MANAGER explained his sensitivity to documenting his concerns and then 
having ANALYST testify and be subject to cross examination, rather than after verbal discussion 

and retraining. On May 27. 2014. HR DIRECTOR met v .. ith ANALYST to discuss INTERIM 
TOXICOLOGY MANAGER's preference that the issues keeping her from returning to 
casework not be documented but rather handled informally with verbal discussion and retraining. 

ANALYST indicated she did not agree with fNTERIM TOXICOLOGY MANAGER's 

preference to handle informally, apparently feeling that documentation would hasten her return 
to casework wh ich would allow her to put the SUSPECT # 1 error behind her. She did not feel 

the documentation would reflect negatively on her abilities as an analyst. ANALYST firmly 
requested that INTERIM TOXICOLOGY MANAGER's concerns that were keeping her from 
returning to casework be documented. On June 13, 20 14, HR DIRECTOR faci litated a meeting 
with both ANALYST and fNTERIM TOXICOLOGY MANAGER. He stated his concerns that 
were keeping her from returning to casework and she asked him to write them down. They 

agreed to meet again once he had done so. 
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As agreed, HR DIRECTOR, ANALYST and INTERIM TOXICOLOGY MANAGER met a 
second time on June 19, 2014, for INTERIM TOXICOLOGY MANAGER to review with 
ANALYST a draft of his concerns. INTERIM TOXICOLOGY MANAGER agreed that if she 
had a factual concern about the write-up, he would change it. She took a copy of the draft and 
agreed to review and change factual errors and they agreed to meet a third time. June 24, 2014 -
As agreed, HR DIRECTOR, ANALYST and INTERIM TOXICOLOGY MANAGER met a 
third time on June 24, 2014, but ANALYST had not made any changes to INTERIM 
TOXICOLOGY MANAGER's write up. They agreed instead to go through the draft '"word for 
word." They agreed on a final version of the facts of the "Court Testimony Evaluation." 
According to HR DIRECTOR• s contemporaneous notes of the meeting, ANALYST stated: "The 
only thing I disagree with you on is taking me off casework," and as to the concerns he raised 
with her originally, she stated: ' ·I didn 't take you seriously." INTERIM TOXICOLOGY 
MANAGER told ANALYST what she had to do to get back on casework--a proficiency test. 

ANALYST took the proficiency test prepared by INTERIM TOXICOLOGY MANAGER June 
27, 2014 and acknowledged receipt of the "Court Testimony Evaluation" they had worked on 
through three meetings in the presence of HR on the same day. Ultimately INTERIM 
TOXICOLOGY MANAGER kept ANALYST off casework 3 Yi months--from April 16, 2014 to 
July 28, 2014. ANALYST testified in three trials during that period without documentation of 
the SUSPECT# I error. 

(2) Weekly Progress Meetings 

According to ANALYST, ··It's like ever since they found out about TFSC and ASCLD I have 
been under a microscope. I started having these weekly progress meetings which I never had to 
do.'" DIRECTOR-FORENSIC ANALYSIS DIVISION ordered the weekly progress meetings 
because she felt the communication between INTERIM TOXICOLOGY MANAGER and 
ANALYST could improve. DIRECTOR-FORENSIC ANALYSIS DIVISION stated her reason 
for doing such was that she also had a concern that ANAL YSrs training was not being 
documented by INTERIM TOXICOLOGY MANAGER because of hi s lack of time and this 
program helped him take the time. These meetings occurred on three occasions and have not 
recurred. INTERIM TOXICOLOGY MANAGER rated ANALYST as "Meets Expectations" 
after the progress meetings and documentation of his concerns. 

(3) 4-month delay in raise 

ANALYST expected a raise in July 2014 based on her two years of service. However, 
ANAL YST's mistake on the SUSPECT # 1 maner was not a "'no harm, no foul" typographical 
error--a person guilty of his third DWI avoided prosecution. INTERIM TOXICOLOGY 
MANAGER and DIRECTOR-FORENSIC ANALYSIS DIVISION did have some concerns 
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about her performance. The raise was not automatic under the new HFSC and raises are usually 
considered a reward for good performance. HFSC made a decision to postpone her raise. 

Conclusion #3 

rNTERlM TOXJCOLOGY MANAGER attempted to shield ANALYST from the consequences 
of her error by removing her from casework and retraining rather than formal documentation. 
Negative personnel reports are discoverable by defense counsel and can do great damage to an 
analyst's credibility. INTERIM TOXICOLOGY MANAGER's attempt to shield her from that 
damage does not support a finding that his decision to remove her from casework "chilled" her 
from coming forward with her own errors, in fact the reverse. 

Whether for HR best practices or legal best practices, HFSC must take the position that such 
errors matter, require documentation, and that the person making the error may not return to 
prior duties until management feels comfortable that the person will not make further similar 
errors. The HFSC Board has publicly instructed that performance errors be documented without 
regard for the effect such documentation may have on the employees credibility in a legal 
proceeding. 

While ANALYST may have found it embarrassing not to be pulling her share of the load in the 
lab, she was retraining and it was non-disciplinary. However, having insisted on: (I) "getting it 
in writing·' after being told that rNTERIM TOXICOLOGY MANAGER preferred not to 
document his perfom1ance concerns, ANALYST is poorly positioned to complain about the very 
documentation she requested, including three meetings with HR going through the 
documentation she requested point by point until she agreed it contained no factual errors. 
Similarly, after complaining about the lack of documentation of her retraining, ANALYST is 
poorly positioned to complain about DIRECTOR-FORENSIC ANALYSIS DIVISION' decision 
to require three (3) weekly progress meetings. ANALYST suffered no adverse employment 
action through the documentation and in fact was rated ··Meets Expectations," after her error; 
therefore OIG finds no retaliatory ·'chilling." 

The rai se ANALYST expected in July 2014 was not automatic. Normal HR practice would not 
reward an employee with a raise where she is quite junior and has also made an error as serious 
as reporting a blood alcohol level on the wrong suspect. This was not a .. no harm, no foul" 
typographical error--a person gui lty of his third DWI avoided prosecution. Similarly, normal 
HR practice would not rate an employee as high as previously after such an error. In the same 
vein, normal HR practice would be to increase oversight in such a circumstance. Therefore, OIG 
finds the four-month delay appropriate and not "chilling." Since the 4-month postponement of 
the raise is the only adverse employment action occurring after ANAL YST's complaint to an 
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accrediting body or the Commission, OIG also formally finds that the decision to postpone the 

raise appropriate and not to be retaliation for the compla int. 

Others would more readily perceive these HR practices as the '·normal course" had they been 

implemented by a person not involved in the error. Therefore, within the realities of small 

groups and single supervisors. HFSC should remove a supervisor from decision-making or 

involvement if that supervisor is part of the underlying error. 

~~GP 
Robin E. Curtis, Inspector General 

Office of the Inspector General 
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TEXAS FORENSIC 
SCIENCE COMMISSION 

]11stice Thro11gh Scie11ce 

1700 1\.orth Co1wcss A11c., Suire 445 
ll11sti11 , 'frxas 7870 I 

TEXAS FORENSIC SCIENCE COMMISSION 

LAB DISCLOSURE FORM 

Please complete this form and ret11m to: 

Texas Forensic Science Commission 
1700 North Congress Avenue, Suite 445 
Austin, Texas 78701 
Email: info@fsc.texas.gov 
[P] 1.888.296.4232 
[F] 1.888.305.2432 

The Texas Forensic Science Conunission ("FSC") is legislatively mandated to require crime laboratories 
that conduct forensic analyses to report professional negligence or professional misconduct to the 
Commission. (See Tex. Code Crim. Proc. 38.01 as amended by Tex. S.B. 1238, 83rd Leg., R.S. (2013)). 

Please keep in mind that the FSC investigates matters subject to its statutory authority only. The term 
"forensic analysis" includes any medical, chemical, toxicological, ballistic, or other examination or test 
performed on physical evidence, including DNA evidence, for the purpose of determining the connection 
of the evidence to a criminal action. The term does not include the portion of an autopsy conducted by 
a medical examiner or other forensic pathologist who is a licensed physician. The term "crime laboratory" 
is defined in Article 38.35 of the Texas Code of C riminal Procedure to include "a public or private 
laboratory or other entity that conducts a forensic analysis subject to this article." 

The FSC will exam.inc the details of your disclosure to determine what level of review to perform, if 
any. All disclosures are taken seriously. Because of the complex nature and number of complaints and 
disclosures received by the FSC, we cannot give you any specific date by which that review may be 
completed. H owever, we aim to resolve all disclosures in a timely and expeditious manner, and to 
minimize disruption in the laboratory. 

The Conunission's statute allows it to "vithhold from disclosure information submitted in the context 
of an investigation but only until the final report is released. Upon release of the final report, all 
information provided to the Commission is subject to disclosure under the Texas Public Information Act 

("PIA") (Texas Government Code Chapter 552). 

IMPORTANT: If your disclosure involves a pending criminal 1natter(s), please be sure to indicate that on 
the form below because certain PIA exceptions may apply. 



TEXAS FORENSIC SCIENCE C OMMISSION • LAB DISCLOSURE FORM (Cont.) 

1. PERSON COMPLETING THIS FORM 

Andrea Gooden 
enter 

Home Phone: 
Work Phone: 

Email Address Ofa11y}: -

2. SUBJECT O F DISCLOSURE 

List the foll name, address of the laboratory, facility 
or individual that is the subject of this disclosure: 

Individual/ Laboratory: William Arnold I Houston Forensic Science Center 

Address: 1200 Travis St. 
City: Houston 
Seate: Texas Zip Code: 77002 
Year Laboratory Accreditation O btained: 2005 
N am e of N ational Accrediting Agency: ASCLD/LAB 
Date of Examination, Analysis, or R eport: January 10. 2014 

Type of Forensic Analysis: Toxicology 
Laboratory Case Number (i[lwo11111): 124796613 

Is the forensic analysis associated with any law enforce
ment investigation, prosecution or criminal litigation? 
Yes ~ No D 
* If you answered "Yes" above, provide the following 
information (if possible): 

* Name of Defendant: 

* Case N umber/Cause N umber: 
(ij unknoum, leave bla11k) 

* Natu re of Case: DWI 
(e.g burglary, murder, etc.) 

* T he county where qs,e \V\1-S investigated, 
prosecuted or filed: Harns coun'ty 

*The Court: 

* T he O utcome of Case: 

124796613 was guilty and sentenced 124607913 was dismissed 

* Names of attorneys in case on both sides {i[know11): 

Matt Fass ADA, Harris county 1201 franklin , CCCL #12 

3. W ITNESSES 

Provide the following about any person with factual 
knowledge or expertise regarding the facts of the 
disclosure. Attach separate sheet(s), if necessary. 

First Witness U'f any}: 

Name: Dwan Wilson 
Address: 

Daytime Phone: 713-308-2628 
Evening Phone: 
Fax: 
Email Address: dwan.wilson@houstonpolice.org 

Second Witness U'f any}: 

Name: Lori Wilson 
Address: 
Daytime Phone: 713-308-2641 
Evening Phone: 
Fax: 
Email Address: lori.wilson@houstonpolice.org 

T hird Witness {if any): 

Name: 

Address: 

Daytime Phone: 
Evening Phone: 

Fax: 
Email Address: 
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4 . DESCRIPTION OF DISCLOSURE 

Please write a brief statement of the event(s), acts or omissions that are the subject of the disclosure. See Page 6 of 
this form for guidance on what information should be disclosed to the Commission. 

Yes I work for the Houston Forensic Science Center as a criminalist. According to my recollection the 
following events are wl"iat occurred leading up to my being removed from casework. A subm1ss1on form 

:;,:;;;::=~r=~~ 
ber 124607913. The blood vials had incident number 124607913 and 

subject name: . All of the above discrepancies were documented in the case records. Our 
reporting database (LIMS) is generated from the submission form. 

:;c;:!~;:;;::;~::.\~=:1:~:?:W:~!Zf!~:;::~1 ; ~~~~~a:~ 
OH1012014 On April 16, 2014 I discovered evidence with s11bject name· - incident ni1mber 
124607913 only had a breath alcohol test administered. I then tried to notify my interim manager. he 
could not be located so I went up the chain and discussed with the laboratory director who then 
instructed me to discuss it with the QA manager. After discussing the facts of the case with the quality 
and interim managers, the interim manager decided I should not continue with any other casework until 
this issue was resolved. I was told to write a rnerno about the case and everything I did related to tt1e 
ease, and the report 'vvas also recalled for reissuanee. Soon after I discovered email correspondence 

hould have been incident number 124607913 subject name _ ....._ _____ _ 

On 0472172014 I spoke with my interim manager and the case was resolved, but I was never placed back 
on casework contrary to hOw I interpreted 1'11s previous statement. Two weeks later I inquired again about 
1etm11i11g to case wo1k a11d 111y i11te1i111111a11age1 felt I still sl1ould 11ot 1etu111 to casewo1k. I i11qui1ed a tlli1d 
time about returning to casework, and I was told my court room testimony needed improvement after tho 
evah 1ation of my first testimony on 04/30 /2014 A month later, I received a sheet of calc11lations to 

perform. To date I have yet to receive an itinerary or procedure detailing a plan/training schedule to place 
me back on casework. 

It 1s in my opinion that this issue 1s a level 3 noncontormance were the report should have been recalled 
ai 1d a1 11e11ded se1vii19 as ti 1e custo111er s 11otificatirn 1. Beil 19 take11 off casewrn k was r 101 justified. 
Furthermore none of the above was documented as per ASGLD/LAB procedure beeause it was said to 
me by my interim manager, this wo• 1ld be informal to protect my professional career To date the report 
has not been corrected with the correct incident number and name. nor has the customer been notified. 

I still do not understand why I was taken off of casework, not allowed to touch evidence and why nothing 
or ema1 e o me. 

Thank yobl for yoblr time and attention on this matter, 
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5. DESCRIPTION OF CORRECTIVE ACTION TAK.EN 

Please describe any corrective actions or corrective action plans the laboratory has developed to address the 
issues discussed in this disclosure. Please attach copies of the actions taken and/ or future corrective plan 
to this disclosure form. 

Please let the Conunission know if any other agencies (e.g., Texas Rangers, local district attorney, Inspector 
General 's Office, etc.) are also conducting an investigation of the matter in question. If possible, provide 
a contact name and phone number for the individual responsible fo r any other investigation(s). 
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TEXAS FORENSIC SCIENCE COMMISSION • LAB D ISCLOSURE FORM (Cont.) 

6. EXHIBITS AND ATTACHMENT(S) 

W henever possible, disclosures should be accompanied by readable copies (N O O RIGINALS) of any 
laboratory reports, relevant witness testimony, affidavits of experts about the forensic analysis, or other 
documents related to your disclosure. Please list and attach any documents that might assist the Commission 
in evaluating the disclosure. Documents provided will NOT be returned. List of attachments: 

7 . YOUR SIGNATURE AND VERIFICATION 

By signing below, I certify that the statements made by me in this disclosure are true. I also certify that any 
documents or exhibits attached are true and correct copies, to the best of my knowledge. 

Si ature: 
Date Signed: June 4, 2014 - 9:58pm 

Page 5 



TEXAS FORENSIC SCIENCE COMMISSION • LAB DISCLOSURE FORM (Cont.) 

GUIDELINES FOR LABORATORY SELF-DISCLOSURE 

One of the Conunission 's statutory duties is to require 
crime laboratories that conduct forensic analyses to 
report professional negligence or professional 
misconduct. (Sec Tex. Code Crim. Proc. 38.01 as 
amended by Tex. S.B. 1238, 83rd Leg., R.S. (2013). 

This document is designed to provide guidance to 
laboratories in determining whether they should 
disclose particular events to the Commission. Any 
questions regarding these guidelines should be directed 
to the Commission's general counsel at 512.936.0770. 

SELF-DISCLOSURE CATEGORIES 

Probation: If the national accrediting body 
responsible fo r accrediting your laboratory and/ or 
the Department of Public Safety1 notifies you that 
it intends to put your laboratory on probation, you 
should inform the Commission as soon as pos
sible, but no later than five (5) business days from 
receiving notification from the accrediting body. 

Suspension of Accreditation: If the national 
accrediting body responsible for accrediting your 
laboratory and/ or the Department of Public 
Safety notifies you that it intends to suspend 
your laborat01y's accreditation for any reason, 
you should inform the Conunission as soon as 
possible, but no later than five (5) business days from 
receiving notification from the accrediting body. 

N onconformances: Laboratories shall disclose 
any nonconformance that may rise to the level 
of professional negligence or misconduct using 
this disclosure form. Forms may be submitted online: 
http://www.fsc.state.tx.us/ webform/ disclosure. 
The disclosure should be submitted to the Commission 
as soon as possible, but no later than thirty (30) days 
after discovery of the nonconformance in question. If 
the laboratory needs a longer period to assess the scope 
of the nonconformance and submit its disclosure, it 
should contact the Commission's general counsel with 
a request for additional time. 

1j your self-disclosure involves a pending crimi
nal case, or you believe that anyone involved in 
the disclosure may be the subject of criminal 
investigation, please alert the Commission 
when submitting yoitr disclosure, as certain law 
enforcement exceptions to the Public Information 
Act may apply to the information submitted. 

1DPS currently recognized the fo llowing accrediting bodies: (1) American Board of Forensic Toxicology 

(for accreditation of toxicology discipline only); (2) American Society of Crime Laboratory Directors, Laboratory 

Accreditation Board (recognized for accreditation of all disciplines that are eligible fo r accreditation); (3) Forensic Quality 

Services (recognized for accreditation of all disciplines that are eligible for accreditation); (4) Department of Health and 

Human Services, Substance Abuse and Mental Heald1 Services Administration (recognized for accreditation of toxicology discipline 

only in the sub-discipline of urine drug testing for all classes of dru~ approved by the accrediting body); (5) College of American 

Pathologists (recognized fo r accreditation of tox.icology discip line o nly; and (6) American Association for Laboratory Accreditation 

(recognized for accreditation of all disciplines that are elig ible for accreditatio n) . 
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case records 

BOUSTON POLICE DEPARTl'u~NT 
CRIME LABORATORY 

Toxicology Section 

EVIDENCE DESCRIPTION AND REVIEW FORM 

Incident/Case Number: wtJoUo\o\?J:OO \ Aced. By/Date: ®'/ \~:fl3 
Evidence Container: eEnvelope O Box 0 Other: 

Evidence Sealed: ii Y tJ N 

EVIDENCE RECEJVED: 
ltem(s) I Specimen(s) 

1. One grey top tube l · 1 

2. One grey top tube \ .2 

3. 

4. 

5. 

6. 

CASE NOTES: 

Form: LAB-32 
Version 2 
Issue 11-14-2012 

-----------
If NO Sealed by:-----------

Quantity 

- j ml 

- I ml 
J 

Comments 
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email correspondence and investigative documentation. 

Wilson. Dwan 

From: 
Sent: 
To: 
Subject 
Attllc:hments: 

Wilson, Dwan 
Thursday, October 17. 2013 8:07 AM 
Quezada, Joel 
RE: DWI Case 
124796613 Roman.pdf 

I set that all the time! Here is a copy of the submission form I 

----Original Messase-
From: Quezada, Joel 
Sent: Wednesday, October 16, 2013 2:24 PM 
To: Wiison, Dwan 
Subject: RE: DWI Case 

I apologize for the Mr., Miss Wiison. Can I fax the submission form to you? I work 9pm-7am 

From: Wilson, Dwan 
Sent: Wednesday, October 16, 2013 10:55 AM 
To: Quezada, Joel 
Cc: Bellamy, Craig; Gonzales, ROBERTC 
Subject: RE: DWI Case 

Officer Quezada, 

I am Miss Wiison by the way and yes If you can come flH ·out the another submission form that wlll be great: I 

Thanks, 

Dwan Wiison, B.S. 
Crlminallst - Toxicology 
Houston Pollce Department: 
Crime Lab 
Phone: 713-308-2628 
Fax: 713-308-2648 
pwan.Wll50n@hoystonoollce.org 

- -Original Message-
From: Quezada, Joel 
Sent:: Wednesday, October 16, 2013 8:53 AM 
To: Wiison. Dwan 
Cc: Bellamy, Craig; Gonzales, ROBERTC 
Subject:: RE: DWI Case 



email correspondence and investigative documentation. 

Good Morning Mr. Wiison, 

I see that I wrote the wrong 
-Case 124796613 belongs to 

'.9'r- ....._ A • All · • t • I I ubmlsslon form. 

- Case 124607913 belongs to 
which Is a breath case, no blo~ 

The envelope and tubes belong to the ~ase. 

Do you need me to fill out a corrected submission form? Let me know what I need to do to correct this issue. 

If you have any questions, please feet free to emall me back or call me 
Thanks 
J . Quezada 

From: Wiison, Dwan 
Sent: Tuesday, October 15, 2013 2 :58 PM 
To: Quezada. Joel 
Cc: Bellamy, Craig; Gonzales, ROBERTC 
Subject: DWI Case 

Good Afternoon Officer Quezada, 

I am Dwan Wiison, an analyst In the Toxlcotogy section of the crime labo th the evidence 
for case# 124796613. The Issue Is that the name on the submission form. , does not 
match the envelope and the tubes. The name on the envelope and the tubes Is ---and the Incident on 
tubes ls "124607913 .. . The .. 124607913 .. ls associated with another case on OLO~ue be resolved? 

Dwan Wilson. B.S. 
Crlmlnatlst - Toxicology 
Houston Police Department: 
Crime Lab 
Phone: 713-308-2628 
Fax: 713-308-2648 
Owan.W!lsqn(l'i)hoygon oollcc.org 

2 



EXHIBITE 



email correspondence and investigative documentation. 

Wiison. Dwan 

From: Wilson, Dwan 
Sent: 
To: 

Thursday, October 31, 201.3 3 :06 PM 
Quezada, Joel 

Subject: DWI Case 

Hey Officer Quezada.. 

I am folle>Ullng up with you about: c~# 124796613. Did you submit: the submission form yet? 

'DWQNVW~ 'S.S. 
CY~-T~ 
ff.~po:uce,,ve.p~ 
CrWne- Lcit.b-
'P~ 72.3 -308 -2628 
r0f4(..( 713 -308 - 264-8 
DW0A')&W~~o4.ce,.,~ 

1 



email correspondence and investigative documentation. 

Wilson. Dwan 

From: Quezada, Joel 
Sent: 
To: 

Tuesday, November OS, 20J.3 2 :50 AM 
Wilson. Dwan 

Subject: RE: DWI Case 

I'm so sorry for the delay, i forgot all about it. I just dropped it off and stapled a note with your name 
on It. 

From: Wiison, Dwan 
Sent:: Thursday, October 31, 2013 3:06 PM 
Tos Quezada, Joel 
subject DWI case 

: -,tn.illA'W#JrHun"111111 ... . 

Hey Officer Quezada .. 

I am follO\Nlng up Ullt:h you about case# 12A796613. Did you submit the submission f'onn yet:? 

ow~w~ -a.s. 
CY~-T~ 
ff.~P~'De:p~ 
Cr£.rne, Loc.b-
p~ 72.3 -308 -2628 
F~ 72.3 -308-2648 
'DWfY'l,.<Wa&on@~~QY"'i}' 
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email correspondence and investigative documentation. 

Wiison.Dwan 

Fnxn: Wilson. Dwan 
Sent.: 
To: 

Thursday. December OS. 2013 1 :53 PM 
Quezada, Joel 

Subject: RE: DWI Case 124796613 

Hey Officer Quezada, 

I haven't received t:he submission form fort:hat case 124796613. It must: have gotte n lost In transit! So If possible can 
you email it to me or fax It #713-308-2645? 

Dwan 

- -Original Message-
From: Quezada, Joel 
Sent: Tuesday, November OS, 2013 8 :34 AM 
To: Wiison, O\Nan 
Subject: RE: DWI case 

No I dropped It: off In the bin \Nhere we drop off the blood vials. 

From: Wilson, Dwan 
Sent:: Tuesday, November OS, 2013 8 :01 AM 
To: Quezada, Joel 
Subject: RE: DWI Case 

That's okl You dropped It off to CER? 

From: Quezada, Joel 
Sent: Tuesday, November OS, 2013 2 :50 AM 
To: Wilson, Dwan 
Subject: RE: DWI case 

I'm so sony for the delay, I forgot all about It. I just dropped It: off and stapled a note with your name on It. 

From: Wilson, Dwan 
Sent: Thursday, October 31, 2013 3 :06 PM 
To: Quezada, .Joel 
Subject: DWI case 

Hey Officer Quezada, 

I am following up with you about case# 124796613. Old you submit the submission form yet? 

O\Nan Wilson, B.S. 

1 



email correspondence and investigative documentation. 

Crlmlnalls1: - Toxicology 
Houston Police Department 
Crime Lab 
Phone: 713-308-2628 
Fax: 713-308-2648 
Dwan. Wl!59 n@houstonpolice.org<mallto: Dwan.Wllson@houstoopollce.org> 

2 

\7 ~\ .l -l""l.. ~\r. I .,..1 I .n ~\rO ...... <'"'"' "'-\\.1.t.. _I _ \~ ~ 



EXHIBIT G 
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HOUSTON POLICE DEPARTMENT 

CRII\ffi LABO RA TORY 
Toxicology Section ASCLD-lntemational Program Certificate ALf.193T 

Batch Date: 

Examiner: 

Internal QC 

Quantitative QC 

Aqueous Control 

Ethanol 

Blood Control 

Ethanol 

Qualitative QC 

Mixed Volatiles 

Negative 

External QC 

Quantitative QC 

Aqueous Control 

Ethanol 

Blood Control 

Ethanol 

Methanol 

Volatiles Batch QC Data 

12092013A 

~ 0.081 • 

a- 0.084 • 

o/ 0.082 • 

"Er' 0.079 • Manufacturer Range: 0.0614 - 0.0920 

c:J 0.034 • Manufacturer Range: 0.0245 - 0.0421 

Acetone EY" 0.041 • Manufacturer Range: 0.0257 - 0.0557 

lsopropanol a--- 0.038 • Manufacturer Range: 0.0294 - 0.0440 

Technical Review: ~ 

l.AB-63 
Venslon 03 
Issue Date: 11-14-2012 

Date: /r ,JO)' 



EXHIBIT I 



email correspondence and investigative documentation. 

Wilson. Dwan 

From: Quezada, Joel 
Sent: 
To: 

Wednesday, January 15, 2014 5 :55 AM 
Arnold, WILLIAMS 

Cc: Wilson, Dwan 
Subject: RE: Case 124607913Q 

Mr. Arnold, 
I just looked over my report and i t says the blood specimen was tumed In to 1200 Travis lab. I know this case was 

mixed up with another case (If I remember correctly). Due to an error on my part with the evidence submission form. 
But now I am confused ••• 

Miss Wiison. 
I read your emall (again) and now &'m confused. The case you need an evidence submissi on form was mixed up with 

this other case that Mr. Amold Is looking f or. 

I went on vacation and trying to catch up on a million and one emails and requests. Miss Wiison can you please let me 
know again which one you need and evidence submi ssi on form for. That will be done today, since I will be at work all 
day. If you can pis send me a text or leave me a volcemall when you have emailed me back. 

Thank you and again sorry. 

cell : 281-796-7725 

From: Arnold, WILLIAM& 
Sent: Tuesday, January 07. 2014 3 :08 PM 
To: Fass. Matthew; Queza d a , Joel 
Subject: RE: Case 1246079130 

Joel: 

We are trying to find a sample on a case i nvolving 
from 2011. The DA has i ndicates the HPD incident num 
property room or was It taken to another lab? 

Thanks, 

Wiiiiam B . Amold 
Houston Pollce Department 
Crime Laboratory Division 
1200 Travis, 24th Floor 
Houston. TX 77002 
Phone: 713-308-2600 

The only incidents I have been able to located were 
607913. We evidence on this case submitted to the 

This email message Is for the sole use of the Intended reclplent(s) and may contain confidential and privileged 
Informati on. Any unauthorized review. use, d isclosure or distributi on Is prohibi ted. If you are not the intended recipi ent, 

1 



email correspondence and investigative documentation. 

please contact the sender by reply email and destroy all copies of the original message. If you are the Intended recipient, 
please be advised that the content of this message Is subject to access, review and disclosure by the sender's Email 
System Administrator. 

From: Fass, Matthew Cmailto:FASS MATTHEW@dao.hctx.net1 
Sent: Tuesday. January 07, 2014 2:28 PM 
To: Arnold, WILLIAMS 
Subject: RE: Case 1246079130 

I'm showing J. Quezada, PR #133955. as the arresting and transporting officer. l'm assuming he also submitted the 
sample. 

From: Arnold, WILLIAMS Cmallto:WILLIAMB.Arnold@Houst:onPolice.Orgl 
Sent: Friday, January 03, 2014 1:56 PM 
To: Sustaita, Hector, Fass. Matthew 
Subject: RE: Case 1246079130 

Matthew: 

The only two cases I see In LIM5 fo are 105081511 & 122802611. I don't flnd this case In LIMS or 
WebPrelog using the Incident number 124607913. I also searched the property room system using the name and 
124607913 as well . They have no record of the sample either. Do you know who the collecting officer was? 

Wiiiiam B. Amold 
Houston Police Department 
Crime Laboratory Division 
1200 Travis, 24th Floor 
Houston. TX 77002 
Phone: 713-308-2600 

This email message Is for the sole use of the Intended reclpient(s) and may contain confidential and privileged 
Information. Any unauthorized review, use, disclosure or distribution Is prohibited. If you are not the Intended recipient, 
please contact the sender by reply email and destroy all copies of the original message. If you are the Intended recipient, 
please be advised that the content of this message Is subject to access, review and di!!closure by the sender's Email 
System Administrator. 

From: Sustaita, Hector 
Sent: Friday, January 03, 2014 8:18 AM 
To: Arnold, WILLIAMS 
Subject: EW: Case 1246079130. 

Can you verify what the case# using the cause# ? I'm not seeing this In EMS. 

From: Fass, Matthew Cmallto:FASS MATTHEW@dao.hctx.net) 
Sent: Thursday, January 02, 2014 5:18 PM 

2 
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email correspondence and investigative documentation. 

To: 'hector.sustalta@houst:ontx.gov' 
Subject: Case 124607913Q 

Hector, 

I checked In UMs and It Is not even pulling up this case. I tried to request the labs, and It said they have already been 
I'm wondering If It got flied under a different number. The court cause Is 1922419, and the defendant Is 

Please advise If you need anything else from my end. 

Thanks, 

Matt Fass 
Assistant District Attorney, Harris County 
1201 Franklin, CCCL #12 
Houston, T>< 77002 
Phone: 713-7SS-0669 
Fax: 713-755-1839 

This e-mall is the work product of the Harris County District Attorney's Office prepared in anticipation of or In the course 
of preparing for criminal lttlgatlon. This e - mail reflects the mental Impressions or legal reasoning of an attorney 
representing the State of Texas or his staff. This e-mall ls not subject to public disclosure without the express permission 
of the Harris County Olst:rlct Attorney or her designated representative. 
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EXHIBIT J 



• 
Houston Police Department 

Forensic Services Command, Crime Laboratory Division 
Forensic Alcohol Analysis Report 

1200 Travis Street, Houston, Texas 77002 
Phone: 713-308-2600 

The TO>dco/o9'f Stdion 13 •CC1961ed by ASCL.D-LM /nt.mallonal (17025:2005) •nd the T1xes DPS. 

Incident/Seq Number: 124796613/1 

Forensic Case Number: 13-28695 

Analysis Completed: 0110812014 Date of Report: 01/1012014 

Type of Offense: Driving \Nhile Intoxicated (DWI) - Unclassified 

Location of Offense: 4600 NORTH FWY 

Related lndlvlduals: 

Cause Number(s): 1403873 

Related Evidence: 
Item Number 

1 
1.1 
1.2 

Description 
(Blood Specimen(s)) - TWO BLOOD VIALS 
(Blood Specimen(s)) - one grey top tube 
(Blood Specimen(s)) - one grey top tube 

Results and Interpretations: 
Item 1.1 was found to contain 0.168 grams of ethanol per 100 milliliters of blood. 

Tech Reviewed By: William B Arnold 

Review Date: 01/1012014 

Item 1.2 was received but not analyzed. This sample Is available for Independent analysis. 
Analyals was pelfcnned using dual column tad apace gu chn:matogniphy with name lonlZlilion delection. 

Cutlflcate of Analysis 
Before me, the undersigned •uthortty, peraon•llY 1ppell'ed And1111 Gooden, who being duly awom. stated u foilowa: 

My name Is And1111 Gooden. 11111 of aound mind, over the mge ol 18 yen, e1peble ol making this .ttidllltt. Ind Pllf10rlllly 11eqUllnted with the f.W 
llltad In this llllldlMt. I 11m employed by the Houlton Police Oeplrtmen1 Crime l..lboralory which was IU1horized to oondud the 8nllylia niferenced In Iii• 
llllldlvll. P•r1 ol l'IT'f dutlu for this lllboralory lnYClve the •nalysls ol phyalcal r.ldence for one or ITIOl8 llw enlorcemen111gencle1. Thia t.boniloly Is 
ICCt8diled by ASCLD-lAB lntemational (17025:2005) 8tld the Tens 0epertment ol Pullllc S.tety. 

My tr.Iring Ind experience !NI qulllify me to peifonn the test. or piocedurn referred to In this ldl"idavlt •nd determine the raulta ol thole tats or 
procedures are • Bechelor of Sdence In Cherri Illy. 

I r-r..d the phywlall rMence iated on this report u atalld In the Chain ol Custody. On the dllte lndcalad lbove I compllled lnllyals for lllcohol using 
huda~ gu chtolllllOgl'lj)hy Thil Is• rec:ogrized technique In the ldentifte commurity for determining the ethyl alcohol conc:enlrlllon ol blood. TM 
!Hts Ind pnxedures UMd Wini lllhllle Ind llpptOYld by the ..._ory. 

Andrea Gooden 

SWORN TO AND SUBSCRIBED before me on the_ dly of ______ . 



Forensic case Number: 13-28695 Analysis Completed: 01/08/2014 Date of Report: 01/10/2014 

Admln Reviewed By: William B Arnold 

Date of Offense: 10/0512013 

Type of Offense: Driving Whlle Intoxicated (DWI) - Unclassified 

Location of Offense: 4600 NORTH FW'f 

1 - TWO BLOOD VIALS 
10/0512013 20:23 
10/09/2013 10:15 
10/09/2013 10:42 
10/10/2013 8:04 
10/10/2013 8:31 
10/10/2013 8:43 
10/1512013 13:09 
10/1512013 14:14 
10/1612013 8:08 
10/1612013 14:02 
12/06/2013 7:52 
12/0612013 9:05 
12/0912013 7:46 
12/0912013 11:25 
12/19/2013 13:15 
12/1912013 13:15 

1.1 ·one grey top tube 
12/06/2013 8:21 

1.2 • one grey top tube 
1210612013 8:21 

Chain of Custody 

CER & Property Room 
CER & Property Room 
CER & Property Room 
CER & Property Room 
Toxicology Personnel 
Toxicology Location 
Toxicology Personnel 
Toxicology Location 
Toxicology Personnel 
Toxicology Location 
Toxicology Personnel 
Toxicology Location 
Toxicology Personnel 
Toxicology Location 
Toxicology Personnel 
Toxicology Location 

Subltem Location 

Subitem Location 

Pege2 of 2 

Item Collected 
CER Window 25th Floor 1200 Travis 
Crime Lab Vault Refrigerator Aisle 2 
CER Bin for Evidence Release 
Andrea Gooden 
Tox Evidence Fridge A 
Dwan A Wilson 
Tox Evidence Fridge A 
Dwan A Wilson 
Tox Evidence Fridge A 
Andrea Gooden 
Tox Evidence Fridge A 
Andrea Gooden 
Tox Evidence Fridge A 
Andrea Gooden 
Cooler#2 - Toxicology 

Packaged with Parent 

Packaged with Parent 

The HPD Toxicology Section Is accredited by ASCW/l.AB-lntemationel (/SOI/EC 17025:2005) and the Texas DPS. 
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email correspondence and investigative documentation. 

Wilson. Dwan 

From: Quezada, Joel 
Sent: 
To: 

Wednesday, January 15, 2014 5:55 AM 
Arnold. WIUJAMB 

Cc: Wilson. Dwan 
Subject: RE: Case 124607913Q 

Mr. Arnold, 
I just: looked over my report and it says the blood specimen was turned In t:o 1200 Travis lab. I know this case was 

mixed up with another case (If I remember correctly). Due to an error on my part with the evidence submission form. 
But now I am confused •• • 

Miss Wiison. 
I read your emall (again) and now I'm confused. The case you need an evidence submission fonn was mixed up with 

this other case that Mr. Amold Is looking for. 

I went on vacation and trying to catch up on a million and one emails and requests. M iss Wilson can you please let me 
know again which one you need and evidence submission form for. That will be done today. since I will be at work all 
day. If you can pis send me a text or leave me a volcemall when you have emailed me back. 

Thank you and again sorry. 

cell: 281-796-7725 

From: Arnold, WILLIAMS 
Sent: Tuesday. January 07, 2014 3:08 PM 
To: Fass, Matthew; Quezada, Joel 
Subject: RE: Case 1246079130. 

Joel: 

We are trying to find a sample on a case Involving The only incidents I have been able to located were 
from 2011. The DA has Indicates the HPD Incident number ls 124607913. We evidence on this case submitted to the 
property room or was It taken to another lab? 

Thanks, 

WUllam B. Amold 
Houston Police Department 
Crime Laboratory Division 
1200 Travis, 24th Floor 
Houston, TX 77002 
Phone: 713- 308-2600 

This email message ls for the sole use of the Intended reclplent{s) and may contain confidential and privileged 
Information. Any unauthorized review, use. dis closure or distribution Is prohibited. If you are not the Intended recipient, 
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email correspondence 

Wiison. Dwan 

From: 
Sent: 
To: 

Quezada, Joel 
Friday, March 28, 2014 7:15 AM 
Arnold, WlLUAMB 

Cc: 
Subject: 

Bellamy, Craig; Balmbridge, Larry; Gonzales, ROBERTC; Wilson, Dwan 
RE:  

Mr. William. 

-Case number 124796613-F, which belongs to is a breath case, therefore no blood 
involve. -
-Case number 124607913-0, Is for 

Miss Wiison and I had emailed back and forth several time about this issue. When I tagged the blood 
the first time, I turned In a submission form. I believe I messed It up by putting that other case 
number. While emailing Miss Wiison she told me to tum another submission form In and I dropped off 
another one In the 1200 Travis drop box with a note on It. I belelve Miss Wiison never got that one 
either and she asked me to fax it over. I faxed It over (never checked confirmation). I never heard 
about It again so I thought that was good to go . .. 

I have one that I can email you or fax it today. As soon as you get this email let me know how you 
want me to do it. I will be up for a. while. Give me a call 281-796-7725. 

From: Gonzales, ROBERTC 
Se~: Thursday, March 27, 2014 10:13 PM 
To: Quezada, .Joel 
Subject: FW:  

Take care of this ASAP ... 

R . C. Gonzales, Sergeant 
Traffic Enforcment Division- DWI Task Force 
713-447-9219 

From: Balmbridge, Larry 
Sent: Thursday, March 27, 2014 1 :32 PM 
To: Arnold, WILLIAMB 
Cc: Wiison, Dwan; Bellamy, Craig; Gonzales, ROBERTC 
Subject: RE:  

Craig, 
Can you pleas e look Into this and determine what happened? Also, we need to remind everyone to double-check the 
case number when tagging evidence. 

From: Arnold, WILUAMB 
Sent: Thursday, March 27, 2.014 1 :29 PM 
TOI Bafmbrtdge, Larry 
Cc: Wiison, Dwan 
Subject::  

-------------- --



email correspondence 

Cpt. Balmbrldge: 

Sorry to bother you again, but I have another case that has come through we are struggling with. The DA has been 
calling regarding 124607913, suspect This evidence appears io have been submitted under 124796613, 
suspect We have been unable io locaie the correct submission Information for Mr. 

This appears to be a similar situation to the case we requested assistance with a couple of weeks ago. Can someone let: 
us know how to proceed? 

Thanks, 

William B. Arnold 
Houston Police Department: 
Crime Laboratory Division 
1200 Travis, 24•h Floor 
Houston, TX 77002 
Phone: 713- 308-2600 

Tell us how we are doing: www.surveymonkey.com{s{HYFgLSD 

This email message Is for the sole use of the intended recipient(s) and may contain confidential and privileged 
information. Any unauthorized review, use, disclosure or distribution Is prohibited. If you are not the Intended recipient, 
please contact the sender by reply email and destroy all copies of the original message. If you are the Intended recipient, 
please be advised that the content of this message Is subject to access, review and disclosure by the sender's Email 
System Administrator. 
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email correspondence and investigative documentation . . 

Gooden. Andrea 

From: 
Sent: 
To: 
Cc: 
Subject: 

Import.a nee: 

Andrea: 

Amold, WILUAMB 
Wednesday. April l.6, 2014 7 :59 AM 
Gooden. Andrea 
Rios. Irma; Wilson. Lori 
124796613 

High 

Until fun:her notice you are to focus solely on documenting the issues surround the case we discussed yesterday. Do not 
handle any evidence, process any data or generate any reports or documentation that ls unrelated to your research on 
this case. Ensure that the associated evidence i s yp31srrppp§@ rs It Is at this point, prior to any additional writing or 
changes to existing documentation Including the vldence you showed me yesterday. You expressed that 
you have photographs that were taken previously but were not uploaded Into the LIMS as were others from this batch. 1 
also understood that you had partially marked the evidence at the time It was analyzed but did not complete your 
labeling at that time. 

Generate a document with your findings in memo format in as much detall a s you can accurately recall and/or 
demonstrate via existing documentlon. If you don't remember details, simply say so in your documentation. Provide 
me a copy of your findings as they stand before you leave this afternoon even if you have not completed your research 
and documentation. 

Thanks, 

William B. Arnold 
Houston Police Department 
Crime Laboratory Division 
1200 Travis, 24•h Floor 
Houston, TX 77002 
Phone: 713-308-2600 

Teti us how we are doing: www.surveymonkey.com/s/HVFQLBD 

This ema il message is for the sole use of the Intended reclpient(s) and may contain confidential and privtleged 
Information. Any unauthorized review, use, d i sclosure or distribution ls prohibited. If you are not the intended recipient, 
please contact the sender by reply email and destroy all copies of the original message. If you are the Intended recipient, 
please be advised that the content of this message is subject to access, review and disclosure by the sender's Email 
System Administrator. 
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From: 
To: 
Subject: 
Attachment(s): 

Hi William 

Gooden, Andrea 
Arnold, WILLIAMS 
Status for casework 
2 

I just wanted to check on the progress of my current status including my 
training and case analysis, please see the following attachment. 

Thank you, 

Andrea s . Gooden, B.S. 

Criminalist 

Houston Forensic Science Center 

Phone-(713) 308- 2657 

Fax- (713) 308-2645 

Andrea.Gooden@HoustonPolice.org 



From: 
To: 
Date: 
Subject: 

Andrea , 

Arnold WILLIAMS 
Gooden Andrea 
Mon, 21Jul2014 16:31 :34 -0500 
report 

Please go ahead and sign the report in LIMS and I'll do the admin review 
in the morning . 

William B. Arnold 

Acting Director of Information Technology 

Houston Forensic Science Center 

713-308- 2600 

CONFIDENTIALITY NOTICE: This e - mail message and any attachme nts may 
contain information which is (a) LEGALLY PRIVILEGED, PROPRIETARY I N 
NATURE, OR OTHERWISE PROTECTED BY LAW FROM DISCLOSURE, and (b) intended 
only for t he use of the Addressee(s) named herein . If you are not an 
Addressee, or the person responsible for delivering this to the 
Addressee(s), you are hereby notified that reading, copying , printing or 
distributing this message is prohibited. If you have received this e-mail 
message in error, please notify the sender and take the steps necessary to 
delete t he message and attachme nts completely from your computer system. 
Thank you, Houston Forensic Science Center . 



From: 
To: 
Date: 
Subject: 

Your message 

To: 

Dan Garner 
Gooden Andrea 
Thu, 29 May 2014 18:49:28 +0000 
Read: Nonconformance and casework 

Subject: Nonconformance and casework 
Sent: Thursday , May 29, 2014 1:49:34 PM (UTC-06:00) Central Time (US & 

Canada) 

was read on Thursday, May 29, 2014 1:49 : 28 PM (UTC-06:00) Central Time 
(US & Canada ). 



From: 
To: 
Date: 
Subject: 
Attachment(s): 

Andrea, 

Caresse Young_ 
Gooden Andrea 
Fri, 30 May 2014 21 :03:47 +0000 
RE: Training documents 
1 

I am so sorry I haven't written you sooner. I've been intending to send 
you an e - mail since this morning and my day simpl y got away from me . 

I didn't realize that Will had a scheduled day off today when I told you 
we could have the written documentation to you by t he end of the week . He 
does have the documentation almost compl ete , but it will be next week 
before it is finalized. I know you wil l be in class next week, but 
perhaps we can catch you before or after . Based on what he told me, he 
wants you to complete the class on Courtroom Testimony scheduled for next 
week as well as come written proficiency tests. Once you have 
successful l y completed t hose things , he plans to put you back on 
casework . He is t he best person to fi l l you in on the detai l s , and I will 
continue to follow-up so that meeting can occur as soon as possible . 

Thank you for your patience, 

Caresse 

Caresse Young, SPHR 

Director of Human Resources 

Houston Forensic Science LGC, Inc . 

1200 Travis, 20th Floor 

Houston, TX 77002 

713/929- 6763 

cyoung@houstonforensicscience.or g 



From: Gooden, Andrea (mailto:Andrea . Gooden@HoustonPolice.Org ) 
Sent: Friday, May 30, 2014 3:22 PM 
To: Caresse Young 
Subject: Training documents 

Good Afternoon, 

Have you heard from Will about my training to get back on 
casework? 

Andrea s. Gooden, B.S. 

Criminalist 

Houston Forensic Science Center 

Phone- (713) 308-2657 

Fax- (713) 308-2645 

Andrea.Gooden@HoustonPolice.org 

CONFIDENTIA.LITY NOTICE: This e - mai l message and any attachments may 
contain information which is (a) LEGALLY PRIVILEGED, PROPRIETARY IN 
NATURE, OR OTHERWISE PROTECTED BY LAW FROM DISCLOSURE, and (b) intended 
only for the use of the Addressee(s) named herein. If you are not an 
Addressee, or the person responsible for delivering this to t he 
Addressee(s), you are hereby notified that reading, copying, printing or 
distributing this message is prohibited. If you have received this e-mail 
message in error , please notify the sender and take the steps necessary to 
delete the message and attachments completely from your computer system. 
Thank you, Houst on Forensic Science Center. 



From: 
To: 
Date: 
Subject: 
Attachment(s): 

Arnold WILLIAMB 
Gooden Andrea 
Tue, 27 May 2014 15:42:23 -0500 
RE: Status of training1 * 
1 

We can discuss this with Dr. Logan tomorrow. 

William B. Arnold 

Acting Director of Information Technology 

Houston Forensic Science Center 

713-308-2600 

CONFIDENTIALITY NOTICE: This e-mail message and any attachments may 
contain information which is (a) LEGALLY PRIVILEGED, PROPRIETARY IN 
NATURE, OR OTHERWISE PROTECTED BY LAW FROM DISCLOSURE, and (b) intended 
only for the use of the Addressee(s) named herein. If you are not a n 
Addressee, or the person responsible for delivering this to t he 
Addressee(s), you are hereby notified that reading, copying, printing or 
distributing this message is prohibited. If you have received this e-mail 
message in error, please notify the sender and take the steps necessary to 
delete the message and attachments completely from your computer system. 
Thank you, Houston Forensic Science Center. 

From: Gooden, Andrea 
Sent: Tuesday, May 27, 2014 2:46 PM 
To: Arnold, WILLIAMB 
Subject: RE: Status of training 

Will there be more training after the court training? If so what is the 
ETA on me getting back to casework? 

Andrea s. Gooden, B.S. 

Criminalist 



Houston Forensic Science Center 

Phone-(713) 308- 2657 

Fax- (713) 308- 2645 

Andrea .Gooden@HoustonPolice.org 

From: Arno ld, WILLIAMS 
Sent: Tuesday, May 27, 2014 2:25 PM 
To: Gooden, Andrea 
Subject: RE: Status of training 

Yes - the court training is included . 

William B. Arnold 

Acting Director of Information Technology 

Houston Forensic Science Center 

713-308-2600 

CONFIDENTIALITY NOTICE: This e-mail message and any attachments may 
contain information which is (a) LEGALLY PRIVILEGED, PROPRIETARY IN 
NATURE, OR OTHERWISE PROTECTED BY LAW FROM DISCLOSURE, and (b) i ntended 
only for the use of the Addressee(s) named herein . If you are not an 
Addressee, or the person responsible for delivering this to the 
Addressee(s), you are hereby notified that reading, copying, printing or 
distributing this message is prohibited. If you have received this e - mail 
message in error, please notify the sender and take the steps necessary to 
delete the message and attachments completely from your computer system . 
Thank you , Houston Forensic Science Center . 

From: Gooden, Andrea 
Sent: Tuesday , May 27, 2014 2:04 PM 
To : Arnold, WILLIAMS 
Subject: Status of training 

Hey Will, 



I just wanted an update on my training , not sure if you had a chance to 
look at the worksheet I completed yet. I'm a lso assuming the court 
tra i ning for next week will count as part of my training? 

Andrea S. Gooden, B.S. 

Criminalist 

Houston Forensic Science Center 

Phone-(713) 308- 2657 

Fax- (7 13) 308-2 645 

Andrea . Gooden@HoustonPolice.org 



From: 
To: 
Date: 
Subject: 
Attachment(s): 

Andrea , 

Caresse Young_ 
Gooden Andrea 
Tue, 27 May 2014 20:21 :08 +0000 
RE: Status 
1 

I talked with Will and would like to set up a time to follow- up with you . 
Are you available tomorrow morning at 10:00 am? 

Thanks, 

Caresse 

Caresse Young , SPHR 

Director of Human Resources 

Houston Forensic Science LGC , Inc. 

1200 Travis , 20th Floor 

Houston, TX 77002 

713/929-6763 

cyoung@houstonforensicscience . org 

From: Gooden, Andrea [mailto:Andrea.Gooden@HoustonPolice.Org] 
Sent: Tuesday, May 27, 2014 2 :52 PM 
To: Caresse Young 
Subject: Status 

Good Afternoon, 



I'm just checking on the status of what we discussed on Thursday of last 
week, with my concerns with the documentation of my training and casework 
status? 

Andrea S. Gooden, B.S . 

Criminalist 

Houston Forensic Science Center 

Phone- (713) 308- 2657 

Fax- (713 ) 308-2645 

Andrea.Gooden@HoustonPolice.org 

CONFIDENTIALITY NOTICE: This e - mail message and any attachments may 
contain information which is (a) LEGALLY PRIVILEGED, PROPRIETARY IN 
NATURE, OR OTHERWISE PROTECTED BY LAW FROM DISCLOSURE, and (b) intended 
only for the use of the Addressee(s) named herein . If you are not an 
Addressee , or the person responsible for delivering this to the 
Addressee(s), you are hereby notified that reading , copying, printing or 
distributing this message is prohibited . If you have received this e-mail 
message in error, please notify the sender and take the steps necessary to 
delete the message and attachments completely from your computer system. 
Thank you, Houston Forensic Science Center. 



From: 
To: 
Subject: 
Attachment(s): 

Good Afternoon, 

Gooden, Andrea 
'.Qgarner@houstonforensicscience.org~ 

Nonconformance and casework 
3 

It has been br ought to my attention by Mrs . Caresse that you are aware of 
my current casework status. I t was unclear of how much you knew about t he 
situation so I have written a memo explaining the situation. I have also 
attached the original memo that was sent to William Arnold and QA Manager 
Lori Wilson. If there are any questions or concerns please feel free to 
contact me at any time. 

Andrea s . Gooden, B.S . 

Criminal ist 

Houston Forensic Science Center 

Phone- (713) 308- 2657 

Fax- (713) 308- 2645 

Andrea.Gooden@HoustonPolice.org 



From: 
To: 
Subj ect: 
Attachment(s): 

Good Afternoon, 

Gooden, Andrea 
'..Qgarner@hosutonforensicscience.org~ 
Nonconformance and casework 
3 

It has been brought to my attention by Mrs. Caresse that you are aware of 
my current casework status. It was unclear of how much you knew about the 
situation so I have written a memo explaining the situation. I have also 
attached the or iginal memo that was sent to William Ar nol d and QA Manager 
Lori Wilson . If there are any questions or concerns please fee l free to 
contact me at any time . 

Andrea S . Gooden , B.S . 

Criminalist 

Houston Forensic Science Center 

Phone- (713) 308- 2657 

Fax- ( 713) 308- 2645 

Andrea.Gooden@HoustonPolice.org 



From: 
To: 
Subject: 
Attachment(s): 

Good Afternoon , 

Gooden, And rea 
Wilson, Lori 
FYI 

I sent the following memo to Dr. Garner earlier today , since it i nvolves 
quality assurance I realized I should have sent you a copy as well . So I 
have attached a copy of the memo for your conveni ence. 

Andrea Gooden 



TO: Dr. Daniel Garner 

Memo 

CITY OF HOUSTON 
INTER OFFICE CORRESPONDENCE 

FROM: Andrea Gooden, Criminalist 
Forensic Analysis Division 

DATE: May 29, 2014 

sueJECT: Nonconforming Testing Work 

On April 16, 20 141 discovered that a report (inc# 1247966 13) that I generated had both clerical 
and evidence mishaps created by the submitting officer Joel Quezada. The discrepancies were 
noted in the case file on 10/ 15/20 13 and the officer was notified for clarification. The clerical 
error made by Officer Joel Quezada caused LIMS to have the same incorrect suspect name 
which lead to the report having the same incorrect suspect name. This report was later 
technically reviewed by interim toxicology supervisor William Arnold. To my knowledge the 
report was later recalled by William Arnold, but never amended nor was the customer contacted 
about the correction. All of these actions lead to me being taken off casework without 
documentation of a root cause, corrective action, preventative action plan, or an additional 
training procedure for placing me back on casework. I am concerned that there is not a 
documented plan for putting me back on casework. I am not excusing my involvement in this 
situation or feel action is not needed. It is in my opinion that the s ituation is not an adequate 
reason for taking me off casework on 04/16/2014. There are complete details of this case 
available if needed. 

I have included guidelines from " ISO/I EC 17025" and "HPD Crime Laboratory Quali ty 
Assurance Manual" for your reference: 

ISO/I EC 17025 (4.9. 1) "Correction is taken immediately, together with any decision about the 
acceptability of the nonconforming work; where necessary, the customer is notified and work is 
recalled; the responsibility for authorizing the resumption of work is defined." 

ISO/IEC 17025 (4.11.3) "Corrective actions shall be to a degree appropriate to the magnitude 
and the risk of the problem. The laboratory shall document and implement any required changes 
resulting from corrective action investigations." 

CL-QA-QM (4.9.1) "Class III errors are inconsistencies having minimal effect or s ignificance on 
quality, are unlikely to recur, are not systemic, and do not affect the fundamental reliability of 
the laboratory's work product. The investigation includes a review of any affected case work, 
root cause analysis and corrective action(s) taken to prevent a recurrence. The nature of the 
nonconformity dictates whether immediate action is necessary. Common sense must be 
employed when determining what constitutes nonconformity. Minor departures from accepted 
policy would normally require a correction. The issuance of an amended report wi ll serve as 
customer notification. Class Ill nonconformances include administrative or transcript errors. 
Class Ill errors are corrected and the correction is documented. If the same error occurs routinely 
for the same employee or under the same circumstances, then the error may be e levated in c lass. 
The section manager is responsible for initiating a corrective action report. Non-technical issues 



may be addressed through the appropriate chain of command. If necessary, the Director, section 
manager, and/or quality manager may work together to address this type of concern. Customers 
will be notified if their casework is recalled ." 

CL-QA-QM (4.11 .1) "The laboratory's corrective action policy includes: identifying the person 
responsible for carrying out the corrective action, establishing the scope of measures taken, 
notifying customers when reports are amended, identify ing the root cause of the problem, 
implementing a long-term so lution to prevent a recurrence, and monitoring the effectiveness of 
the corrective action(s) taken. A laboratory Corrective and Preventive Act ion Form (CAPA) will 
be completed to address potential nonconforming issues. The form will be forwarded to the 
sectional manager and/or the quali ty manager. Action is then taken as needed to address the 
nonconforrnance." 

CL-QA-QM (4.11 .2) "Root Cause Analysis - The first step in the corrective action 
investigation is an effo rt to determine the root cause of the apparent nonconformance. If the 
cause is not obvious, an analysis of potential causes will be conducted. The investigator may 
seek guidance or input from others during this process." 

CL-QA-QM (4.11 .3) "Selection and Implementation of Corrective Actions - The qua lity 
manager and Director have the authority to direct the cause analysis, monitoring, and corrective 
actions, as necessary to address the problem. Documentation will be ma intai ned to describe the 
action(s) taken. If the error is determined to be administrative or clerical in nature, the 
documentation and review process will be studied and revised, if appropriate, to minimize the 
recurrence of this error. Corrective actions will be of the appropriate degree and magnitude to 
correct the problem and reduce the risk of recurrence." 

All referenced documents can be found in "ISO/JEC 17025 General Requirements for the 
Competence of Testing and Calibration Laboratories" and "HPD Crime Laboratory Quality 
Assurance Manual." 

ag:ag 

Cc: 
Dr. Daniel Garner 

Andrea Gooden, Crim inalist 
Forensic Ana lysis Division 

President and CEO of the Houston Forens ic Science Center, LGC 



From: 
To: 
Subject: 
Attachment(s): 

Good Afternoon, 

Gooden, Andrea 
Arnold, WILLIAMS 
Court Room Training status 
1 

I have completed the Widmark/retrograde calcul ations on 05/23/2014, the 
court room testimony training as of 06/06/2014 , what e lse is needed for me 
to return to casework? 

Thanks in advance , 

Andrea s . Gooden, B.S . 

Criminalist 

Houston Forensic Science Center 

Phone-(713) 308-2657 

Fax- (71 3 ) 308- 2645 

Andrea. Gooden@HoustonPolice .org 



From: 
To: 
Date: 
Subject: 

Andrea: 

Arnold WILLIAMS 
Gooden Andrea 
Mon, 28 Jul 2014 07:15:45 -0500 
Casework 

I am still working to finalize the memo returning you to casework. Until 
that is done, thi s e - mail serves to return you to casework . Any alcohols 
that you complete are to be technically review by me. 

William B. Arnold 

Acting Director of Information Technology 

Houston Forensic Science Center 

713-308-2600 

CONFIDENTIALITY NOTICE: This e-mail message and any attachments may 
contain information which is (a) LEGALLY PRIVILEGED, PROPRIETARY IN 
NATURE , OR OTHERWISE PROTECTED BY LAW FROM DISCLOSURE, and (b) intended 
only for the use of the Addressee(s ) named herein . If you are not an 
Addressee , or the person responsible for delivering this to the 
Addressee(s), you are hereby notified that reading, copying, printing or 
distributing this message is prohibited . If you have received this e - mail 
message in error, please notify the sender and take the steps necessary to 
delete the message and attachments completely from your computer system. 
Thank you, Houston Forensic Science Center. 



From: 
To: 
CC: 
Date: 
Subject: 

Andrea : 

Arnold WILLIAMS 
Gooden Andrea 
Rios Irma, £Y.Oung @houstonforensicscience.org 
Fri, 27 Jun 2014 10:20:06 -0500 
Case follow up 

Please do the f ollowing . Do not sign the repor t unti l the language you 
use has been eval uated and approved: 

Prepare another report stating that the repor t dated 1/10/14 was 
retracted due to discrepancies between the submission form information and 
evidence analyzed. Describe the discrepancies ie that the incident number 
and suspect name listed on submission form were not consistent with the 
incident number and name on the evidence blood tubes . Notify them that" 
the LIMS report dated 1/10/14 was removed on ~-due to these discrepancies 
identified and further corrective action will be forthcoming. 

The discussion of discrepancies would parallel that used for the comments 
i n the second matrix panel that is used in normal reports to convey 
information to our customers beyond that of the normal report. We will 
review this Monday and finalize the report for release . 

Thanks , 

Will 



From: 
To: 
CC: 
Date: 
Subject: 

Andrea: 

Arnold WILLIAMS 
Gooden Andrea 
Rios Irma, Wilson Lori 
Wed, 16 Apr 2014 07:58:52 -0500 
124796613 

Until further notice you are to focus solely on doc umenting the issues 
surround the case we discussed yesterday. Do not handle any evidence, 
process any data or generate any reports or documentation that is 
unrelated to your research on this case. Ensure that the associated 
evidence is photographed as it is at this point, prior to 
writing or changes to existing documentation including the 
evidence you showed me yesterday. You expressed that you have photographs 
that were taken previously but were not uploaded into the LIMS as were 
others from this batch. I also understood that you had partially marked 
t he evidence at the time it was analyzed but did not complete your 
labeling at that time. 

Generate a document with your findings in memo format in as much detail as 
you can accurately recall and/or demonstrate via existing documention. If 
you don't remember details, simply say so in your documentation. Provide 
me a copy of your findings as they stand before you leave this afternoon 
even if you have not completed your research and documentation. 

Thanks, 

William B. Arnold 

Houston Police Department 

Crime Laboratory Division 

1200 Travis, 24th Floor 

Houston, TX 77002 

Phone: 713-308- 2600 

Tell us how we are doing: www. surveymonkey.com/s/HYFQL8D 



This email message is for the sole use of the intended recipient (s) and 
may contain confidential and privileged information. Any unauthorized 
review, use, disclosure or distribution is prohibited. If you are not the 
intended recipient , please contact the sender by reply email and destroy 
all copies of the original message. If you are the intended recipient , 
please be advised that the content of this message is subject to access, 
review and disclosure by the sender's Email System Administrator . 



To: William Arnold 

Memo 

CITY OF HOUSTON 
INTER OFFICE CORRESPONDENCE 

FROM: Andrea Gooden, Criminalist 
Forensic Analysis Division 

DATE: May 14, 2014 

sueJECT: Court Room Testimony Training 

On April 16, 2014 I was instructed by the toxicology interim supervisor, William Arnold, to stop 
any and all casework until a specific case (inc# 124607913) was reso lved. That case was 
resolved by 04/21/2014 but I still was not allowed to do casework, with no clear explanation. On 
05/01 /2014 William Arnold informed me I was still off casework pending training on court room 
testimony. On 05/06/2014 the ADA on case (inc # 035791513) informed me via email that I 
performed well. On 517120 I 4 I testified on another case (inc# 1234614 I 3) where another ADA 
also gave my testimony satisfactory results. I have yet to receive an evaluation of this case, a 
training schedule/procedure, or an ETA on when casework will continue from William Arnold. I 
am concerned that there is not a documented plan for putting me back on casework. 

The Laboratory must have a written procedure which it uses to initiate a review and to take 
corrective action when the laboratory has an indication of a s ignificant problem with a technical 
procedure or the work of an analyst. 

ASCLD/LAB ( 1.4.2.25 E) " If the Laboratory has an indication of a s ignificant technical 
problem, is there a procedure in writing and in use whereby the laboratory initiates a 
review and takes any corrective action required?" 

ASCLD/LAB (5.2.1.l) specifically states that " lab management should include procedures for 
retraining and maintenance of skills and expertise." 
ASCLD/LAB (5.9.6) "Each individual shall be given feedback, both positive and in any area 
needing improvement and the monitoring procedure shall prescribe the remed ial action that is to 
be taken should the evaluation be less than satisfactory." 
ASCLD/LAB (4. 10-4.12) "For training, corrective actions, and improvements there must be 
written documentation, cause analysis, selection and implantation of corrective actions, 
monitoring of corrective actions and preventative actions" 

All referenced documents can be found in "Supplemental Requirements for the Accreditation of 
Forensic Science Testing Laboratories" and "ASCLD.LAB 2008 Manual." 

ag:ag 

Cc: 
William Arnold 
Acting Director of IT 

Andrea Gooden, Criminalist 
Forensic Analysis Divis ion 



CITY OF HOUSTON 
INTER OFFICE CORRESPONDENCE 

ro: William Arnold FROM: Andrea Gooden, Criminalist 
Forensic Analysis Division 

DATE: April 17, 2014 

Memo SUBJECT: 124796613/124607913 

On 4115/2014 I noticed an unsealed piece of evidence in Cooler#2 with a post-it that read 
"Waiting on Officer Reply already analyzed. -Andrea" Upon further investi~ 
~under incident number 124796613 with sub' ect name of-..-i 
-..-nie unsealed evidence name read: and there were two incident 
nwnbers on the envelope, one hand written (124607913) and the other was a barcode label 
(124796613). 

I went downstairs to th folder for 124796613, where I found a 
submission fonn with , a final report, a print out from OLO with 
suspect infonnation on and an evidence description and review form with case 
notes from analyst Dwan Wilson that read "The name on the submission fonn and LIMS is 
••••••••••• The name on the envelope and blood tubes is ••••••• 

The tubes have the incident# "124607913," which is not on LIMS". I contacted Irma Rios who 
instructed me to follow up with the QNQC Supervisor Lori Wilson, I also informed interim 
Toxicology Manager William Arnold. 

On 4116/2014 I further investigated the matter and these are my findings: 
• 10110/13 - I received evidence from CER and placed evidence into Tox A cooler. 
• 10/15/13 - According to the evidence fonn, Dwan accessioned the evidence. She filled 

out the "evidence description and review fonn" wrote the incident number, item number, 
and initialed both blood tubes. The infonnation on both tubes was then crossed out by 
analyst Dwan Wilson. 

• 1216/13 - I placed 124 796613 into my custody to sub itemize parent item into 1.1 and 1.2. 
I also spoke with analyst Dwan Wilson, because her initials were already on both blood 
tubes, she gave me the folder and explained the situation with the sample. 

• 1219/13 - I analyzed the sample, I wrote the date on the tubes but not my initials. I also 
corrected my batch sheet by crossing out name and placing the name 
that was on the actual blood tube . I also took pictures of the evidence 
but I did not upload them into LIMS. My only logical conclusion for my actions is that I 
was waiting for the issue with the tubes to be resolved before placing pictures with this 
case into LIMS 

• 12110/13 - I submitted every other sample (except this one) in this batch to be TR by 
Mike Manes. 

• 12119/13 - I moved the case from Tox A cooler to Cooler #2 to not confuse it with 
"pending analysis" casework. 

• 0118114 - The report for this case was submitted 
• 01/10/14 - The report was TR by Wtlliam Arnold. 



124796613/124607913 
-2- April 17, 2014 

• 04/15/14 - I took additional pictures of the evidence and placed back into Cooler #2. I 
notified Crime Lab Director Inna Rios, QNQC Supervisor Lori Wilson and interim 
Toxicology Manager William Arnold of my findings . 

• 04/16/14 - After investigating this case and reading all the emails associated with the 
submitting officer Joel Quezada, analyst Dwan Wilson, and Toxicology Supervisor 
William Arnold I have come to this conclusion, I analyzed this sample with the thought 
of holding onto the case until all of its issues were resolved. However, it somehow was 
sent for Technical review by mistake. The email on 10/16/13 from Officer Joel Quezada 
to analyst Dwan Wilson states "I see that I wro~ation on the 
submission form. Case 124796613 belongs to~ which is a breath 
case, no blood involved. Case 124607913 belongs t The envelope and 
tubes belong to the ase." My conclusion is the blood that l analyzed on 
12/9/13 belonged to' but the report that was written and technical 
reviewed under the name of scanned all documents to the 
case file in LIMS. 

Andrea Gooden, Criminalist 
Forensic Analysis Division 

ag.ag 

Cc: 
William Arnold, Police Administrator 



EXHIBIT 0 



Houston Forensic Science Center 
Forensic Analysis Division 

Alcohol Analysis Report 
1200 Travis Street, Houston, Texas 77002 

Phone: 713-308-2600 
Tho Toxicology Section is acauditod by ASCL.D-1..AB lntomstional (17025:2005) and the Texas DPS. 

Incident/Seq Number: 124796613/2 

Forensic Case Number: 13-28695 - 2 

Analysis Completed: 01/0812014 

TYpe of Offense: Driving While Intoxicated (DWI)- Unclassified 

Location of Offense: 4600 NORTH FWY 

Related Evidence: 
Descriotion 

Date of Report: 0810112014 

Admln Reviewed By: William B Arnold 

Review Date: 08101/2014 

Item Number 
2 (Blood/Breath Alcohol Concentration). This specimen was not taken by this laboratory. 

Results and Interpretations: 
Anelylla was perfonned using duel column head speco gas chromalography with flama Ionization detection. 

This report supersedes the report dated 01/10/2014. The original report was retracted due to discrepancies between the 
submission form-nd the h i · received. 
The evidence fo was a breath test (not performed by this laboratory). 

Certificate of An11lysls 
Before mo, the undersigned authority, personally appeared Andree Gooden, who being duly awom, stated ea followa: 

My name ls Andrea Gooden. I 1m of sound mind, over the ege of 18 years, capable of making this etlldavtt, and personally acquainted wl1h the facts 
stated In this sflldalllt. I am employed by the Houston fore<l$lc Science Center which was authorized to conduct Iha analysts referenced In this aflklavlt. 
Part of rrrt duties for this labonltory Involve the analysis of physical evidence for one or more law enf0teernent egencle1. This tabo<atory Is accred~od by 
ASCL.l).l.AB tntemalional (17025:2005) and Iha Texas Department of Public Safety. 

My t111lning and eJCpBrienco that qualify me lo petfonn the tiosls or procodures referred lo In this aflldDvit and delennlne the reautta of lhoao tests 0< 

procedures are a Bechelor or Science In Chemlstty. 

I received the physical evidence llstad on this report as slated In the Chain of Custody. On the date Indicated above I completed analylls for alcohol using 
headspece gas cluomatogrephy This ts a recognized technique In the scientific community for determining Iha ethyl alcohol concentratlon of blood . The 
tests and procedures used w.e reliable end approved by the laboraloty. 

Andria Gooden 

SWORN TO AND SUBSCRIBED before ma on the first of August, 2014. 

NoWy Publte-Slllte of Texas 



Forensic Case Number: 13-28695 Analysis Completed: 01/08/2014 Dete of Report: 08/01/2014 

Admln Reviewed By: William B Arnold 

Date of Offense: 10/05/2013 

Type of Offense: Driving While Intoxicated (DWI) - Unclassified 

Location of Offense: 4600 NORTH FWY 

Chain of Custody 
2 ·This specimen was not taken by this laboratory. 

07/21/2014 13:42 Toxicology Personnel 
07/24/2014 11:40 Toxicology Location 

Page2of 2 

Andrea Gooden 
Cooler #2 - Toxicology 

The Houston Forensic Science Center. Toxlcology Section Is accradited by ASCWll.AB-lnt11mslionsl (/SOI/EC 17025:2005) end the TeKss DPS. 



EXHIBITP 



Houston Forensic Science Center 
ForenslcAnalysls Division 

Alcohol Analysis Report 
1200 Travis Street, Houston, Texas 77002 

Phone: 713-308-2600 
The ToxlcoloQy Section Is accmcftwl by AS~ ln/emational (17025:200') and /he Taxas DPS. 

Incident/Seq Number: 124796613/3 

Forensic Case Number: 13-28695- 3 

Analysis Completed: 01/0812014 Date of Report: 0810412014 

Admln Reviewed By: Lori Wilson 

Review Data: 08/0412014 Type of Offense: Driving While Intoxicated (DWI) - Unclassified 

Location of Offense: 4600 NORTH FWY 

Cause Number(s): 1403873 

Related Evidence: 
Descriotion Item Number 

1 (Blood Specimen(s))- Two blood vlals collected from••••• 
1.1 
1.2 

(Blood Specimen(s)) - One grey top tube collected from 
(Blood Specimen(s)) - One grey top tube collected from 

Results and Interpretations: 
If 91181ysla waa peffonned, dual column head apace g111 chronWography with name Ionization detection was utiized. 

This amended report supercedes the report generated on August 1, 2014. 
Evidence from incident 124607913 was submitted In this case. Because of this discrepancy, results will not be reported. 
This case was a breath alcohol case. This laboratory does not perform breath alcohol testing. 

Certificate of A111ly1l1 
Before me, the undersigned IUlhority, personally appeared V,,IUam B Arnold, who being duly sworn, atatlld as fol1ows: 

My name la w.tllam B Arnold. I am of acund mind, over the age of 18 years, capable of making Ulls effidavit, and personally ac:qualnled with the fac:U 
slated In lhl1 lllldalo1t. I am employed by the Houston Forensic Science Centerwhldl wu authorized to conduct the .,.1ys11 rellmad In tN1 .rfidM . 
Part ol my duties for th11 labollltory lmlolve Iha 8Nllysls of physical evldenol fOI' one or more lftl enforcement agencies. nu lllboraloty la acc:redilad by 
AS CLO-LAB lntem81ion81 (17025:2005) and the Texas Oepallment of Public s.tety. 

My training and uperlence INd quaify me to petfonn the tests or procedures refemid lo in lhia .nldavit and delennlne the raa.«1 rl those t.ests or 
procedures are • Bachelors rl Science In Biochetrislry, • Bec:helors ol Science In Blclogy and • Becheloni rl Science In Medcal Technology . 

I received the phylk:el evidence Isled on Iii• repolt a Qted In the Chain ol Custody. On the dale lndadlld eboYa I completed •"*Ysl• for 8lc:ohol using 
hudspace ga chrom8tography Tlia is• recognized technique In the adenllroc: c:om11111nlty fOI' determining the elhyt lllc:ohol c:oncenlrltlon of blood . The 
lelta end procedurn used were reieble and epprowd by tho lebonllory. 

Anlllyst: _ ___;(,Q;..._~~-tJ._. _OwJkJ __ _ 
W!Uam B Arnold 

SWORN TO AND SUBSCRIBED before me on tho 4th rl Augusl 2014. 

Notery Public-Stele al Tua 



Forensic Case N001ber: 13-28695 Analysis Completed: 01/0812014 Date of Report: 08/04/2014 

Type of Offense: Driving While Intoxicated (DWI) - Unclassified Adm In Reviewed By: Lori Wilson 

Location of Offense: 4600 NORTH FWY Date of Offense: 10/0512013 

1 - Two blood vlals collected from-
Chain of Custody 

10/05/2013 20:23 CER & Property Room 
10109/2013 10:15 CER & Property Room 
10109/2013 10:42 CER & Property Room 
10/10/2013 8:04 CER & Property Room 
10110/2013 8:31 Toxicology Personnel 
10110/2013 8:43 Toxicology Location 
10115/2013 13:09 Toxicology Personnel 
10115/2013 14:14 Toxicology Location 
10/16/2013 8:08 Toxicology Personnel 
10116/2013 14:02 Toxicology Location 
12106/2013 7:52 Toxicology Personnel 
12/06/2013 9:05 Toxicology Location 
12/09/2013 7:46 Toxicology Personnel 
12/09/2013 11 :25 Toxicology Location 
12119/2013 13:15 Toxicology Personnel 
12119/2013 13:15 Toxicology Location 
04/15/2014 15:06 Toxicology Personnel 
04/15/2014 15:22 Toxicoleyy Location 

1.1 - One grey top tube collected froml••••••• 
1210612013 8:21 Subltem Location 

1.2 - Ona grey top tube collected from ••••• 
12106/2013 8:21 Subltem Location 

Page 2 d 2 

Item Collected 
CER Window 25th Floor 1200 Travis 
Crime Lab Vault Refrigerator Aisle 2 
CER Bin for Evidence Release 
Andrea Gooden 
Tox Evidence Fridge A 
Dwan A Wilson 
Tox Evidence Fridge A 
Dwan A Wilson 
Tox Evidence Fridge A 
Andrea Gooden 
Tox Evidence Fridge A 
Andrea Gooden 
Tox Evidence Fridge A 
Andrea Gooden 
Cooler #2 - Toxicology 
Andrea Gooden 
Cooler #2 - Toxicology 

Packaged with Parent 

Packaged with Parent 

The Houston Forensic Sd ence Center. Tox/cology Seciion is ecctWdted by ASCLDll..AB-/ntemelione/ (ISOllEC f 7025:2005) end the TexH DPS. 



EXHIBIT Q 



Houston Forensic Science Center 
Forensic Analysis Division 

Alcohol Analysis Report 
1200 Travis Street, Houston, Texas 77002 

Phone: 713-308-2600 
The Toxicology S«lion is ecetaclted by AS~B lntemetlone/ (1702~:200~) end th• Texes DPS. 

Incident/Seq Number: 124796613/4 

Forensic Case Number: 13-28695 -4 

Analysts Completed: 01/0812014 

Type of Offense: Driving While Intoxicated (DWI) - Unclassified 

Location of Offense: 4600 NORTH FWY 

Related Individuals: 

Cause Number(s): 1403873 

Related Evidence: 

Date of Report: 0811512014 

Admln Reviewed By: Laura Mayor 

Review Date: 08115/2014 

Item Number 
1 

1.1 
1.2 

Description 
(Blood Specimen(s))- Two blood vials collected from --Inc. #124607913). 
(Blood Specimen(s)) - One grey top tube collected fro~ 
(Blood Specimen(s)) - One grey top tube collected from ••••• 

Results and Interpretations: 
If analysJs was perfonned, dual column hud apace ges ctvomatography with flame Ionization detedlon was utilized. 

This amended report supersedes reports generated before August 14, 2014. 
Blood evidence from Incident #124607913 with the name as submitted under incident #124 796613 with 
the name The evidence for incident #124796613 was a breath alcohol test. 
This laboratory does not perfonn breath alcohol testing. Due to this discrepancy, the original report dated 01/10/2014 has 
been retracted. 

Certificate of Analysla 
Before me, the 111denigned authority. persondy eppeared Andrea Gooden. who being duly sworn, atated as follows: 

My name la Andrea Gooden. I am Of sound mind. over the age ol 18 years, capable d making tlis eff'ldavil, and personally KqU.tnled with the fads 
Slated in tlis af!ldavll. I em employed by the Houston Forensic Science Center which was authorized to condud the analysis referenced In this affida\'it . 
Part of my duties for lhls laboralory Involve the anllysJs ol physic.al eloidence for one or more law enforcement agendas. This laboratory Is accredited by 
ASCLD-LAB lntemational (17025:2005) and the Tens Department ol Public Safety. 

My training lllld experience that quaify me to perform the tests or procedures referred lo In thi1 allidelllt and determine the rMUhs or those tests or 
procedures are• Bachelor Of Sdence In Chemistry. 

1 received the physical evidence I sled on lhls report es atated In the Chain of Cusloctf. On the dele Indicated above I coq>leled anelysls for elcohol using 
headspmce gas chromelography Tl-ls ls •recognized technique In the lcienllfic community for determining the ethyl elcohd concentretion ol blood . The 

tests and procedures Uled -• reiable and approved by the laboratory. 

rt..~!'.~;.:~ LAURA MAYOR 
'-" No1ary rubli c . ·• \:~~;..) STArnOFTF.XAS 

~ -\;"'~.!~ My Comm. Up. Bfll/17 

Andrea Gooden 

SWORN TO AND SUSSCRIBEO before me on the 15th or August. 201<4. 

Notary Pubtie-Stale of Tua 



Forensic Case Number: 13-28695 Analysis Completed: 01/0812014 Date of Report: 08/1512014 

Admln Reviewed By: Laura Mayor 

Date of Offense: 10/0512013 

Type of Offense: Driving While Intoxicated (DWI) - Unclassified 

Location of Offense: 4600 NORTH FWY 

Chain of Custody 
1 - Two blood vials collected from-(lnc. #124607913). 

10/0512013 20:23 CER & Property Room 
10/0912013 10:15 CER & Property Room 
10/0912013 10:42 CER & Property Room 
10/1012013 8:04 CER & Property Room 
10/10/2013 8:31 Toxicology Personnel 
10/10/2013 8:43 Toxicology Location 
10/15/2013 13:09 Toxicology Personnel 
10/15/2013 14:14 Toxicology Location 
10/1612013 8:08 Toxicology Personnel 
10/16/2013 14:02 Toxicology Location 
12/0612013 7:52 Toxicology Personnel 
12/06/2013 9:05 Toxicology Location 
12/09/2013 7:46 Toxicology Personnel 
12/09/2013 11:25 Toxicology Location 
12119/2013 13:15 Toxicology Personnel 
12119/2013 13:15 Toxicology Location 
04/15/2014 15:06 Toxicology Personnel 
04/15/2014 15:22 Toxi~ 

1.1 -One grey top tube collected from--

12/06/2013 8:21 Subitem LeW!on 
1.2 - One grey top tube collected from 

1210612013 8:21 Subltem Location 

Page 2ol 2 

Item Collected 
CER Window 25th Floor 1200 Travis 
Crime Lab Vault Refrigerator Aisle 2 
CER Bin for Evidence Release 
Andrea Gooden 
Tax Evidence Fridge A 
Dwan A Wilson 
Tox Evidence Fridge A 
Dwan A Wilson 
Tox Evidence Fridge A 
Andrea Gooden 
Tox Evidence Fridge A 
Andrea Gooden 
Tox Evidence Fridge A 
Andrea Gooden 
Cooler #2 - Toxicology 
Andrea Gooden 
Cooler #2 - Toxicology 

Packaged with Parent 

Packaged with Parent 

The Houston Forensic Science Center. Toxicology Section is eccredited by ASCLJM.AS.lntem11ion1/ (ISO/!EC 17025:2005) end the Texas DPS. 



EXHIBITR 



Houston Forensic Science Center 
Forensic Analysis Division 

Alcohol Analysis Report 
1200 Travis Street, Houston, Texas no02 

Phone: 713-308-2600 
The Toxicology Section /$ sCCl'fldlted by ASCLD-LAB lntemlJJIOt1BI (17025:2005) and the Texas DPS. 

Incident/Seq Number: 124607913/4 

Forensic Case Number: 2014-16669 • 4 

Analysis Completed: 08/0412014 

'fype of Offense: Driving While Intoxicated (DWI)· Undassifted 

Location of Offense: 1810 Sadler 

Related Individuals: 

Related Evidence: 
ltemNumbor Description 

(Blood Speclmen(s))- Two blood vials collected fro~ 
(Blood Specimen(s)) ·One grey top rube collected fro~ 
(Blood Specimen(s)) ·One grey top tube collected from····· 

Results and Interpretations: 

Date of Report: 08/1512014 

Admln Reviewed By: Laura Mayor 

Review Date: 0811512014 

If analysis was perlonned, dual column head space gas chromalography with name Ionization detection was utilized. 

This report supersedes the reports dated August 4, 2014. Blood evidence from this case was submitted under incident 
number 124796613. Due to this discrepancy, no results will be reported. 

Certificate of Analysis 
Befom me, the undersigned authority, personally appeared Andrea Goodon, who being duly awom, stated as follows: 

My name Is Andrea Gooden. I am of aound mlnd, DYBr Iha age of 18 years, capable cl making this affidavit, end personeny ecqualnled with the facts 
slated In this a!!ldavil. I am employed by the Houston FOflll\Sfc Science Center which was authorized to conduct the unalysla referenced In this llflldavll • 
Part of my duties for this laboratory Involve the analysis of physlcal evidence for ona or more law enfon:ement agencies. Thia laboratoly Is acaedltad by 
ASCLD-lAB lntamalional (17025:2005) 8lld the Texas Department of Pub!fc Safety. 

My tralnlno and experience that qualfy me to perform the lasts or pnx:edures rvfemod to in lhla aftldavit end detennlno tho results of those tests ~ 
prooodures are e Bachelor of Science in Chemislly. 

t received the physical avldonce llatad on this report as stated In tho Chain of Custody. On the date Indicated above I completed analysis for alcohol using 
hnd1pace gas chromatography This Is a recognized technique in the sdentiflc community for determining the elhy1 alcohol concentration of blood • The 
telll and procedures used were rellable and approved by the labcntory. 

Andrea Gooden 

SWORN TO ANO SUBSCRIBED before me on the 15th of August, 2014. 

Notary Publk>Stete of Texas 



Forensic Case Number: 2014-16669 Analysis Completed: 08/04/2014 

TYpe of Offense: Driving While Intoxicated (DWI) - Unclassified 

Location of Offense: 1810 Sadler 

Chain of Custody 

08/04/2014 9:17 

08104/2014 9:17 

08/04/2014 9:17 

Pago 2 ol 2 

Date of Report: 08/1512014 

Admln Reviewed By: Laura Mayor 

Date of Offense: 10/0412013 

The Houston Fo18nslc S<:Jenco Center, ToilcoJogy Section is eccredit&d by ASCl.Dll..AB-lntemetJonaJ (ISOllEC 17025:2005) end the Tax83 DPS. 
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Case Records 
A case record will be maintained for each request for analysis accepted by the crime 
laboratory. 

The case record may be comprised of docwneutation in varied formats . These fonnats 
include, but are not limited to: 

• paper records 

• digital infonnation 

• photographs 

• electronic data 

• microfiche X 
Case records must be in a retrievable format and must be stored iu agc~llocation and in an 
environment suitable to prevent damage, deterioration and loss.~~cords and copies of 
case records will be made available to authorized entities onlt,~u iorized entities include, 
but are not limited to, officers with a legitimate need for t!l .c<Jt , internal affairs, 
prosecuting attorneys and those with valid court orders or oenas. Distribution to 
unauthorized sources is prohibited. All questions~el ~o · stribution of records will be 
directed to key management. Records will be kept (91' least five years. Records pertaining 
to DNA testing will be kept for at least ten ~ City of Houston records retention 
schedule will be followed when disposing of~ ds. When files are removed from storage 
locations, they will remain in the care, c tr~l~d custody oflaboratory employees. 

Electronic case record storage syste eked up to protect the records and to prevent 
unauthorized access or amendm se records. The LIMS database is password 
protected and backups are store · ecure data center maintained by the Department. 

A. ADMINISTRATIVc..~cUMENTATION: 
Administrative docwneA.~cludes records such as case related conversations, evidence 
receipts, description ~~ence packaging and seals and other pertinent information. 

1. Exampl~ A~nic:trative documents include: subpoenas, evidence receipts, phone 
logs, co~d laboratory reports 

2. All administrative documentation received or generated by the Crime Laboratory for a 
specific case must, at a minimum, contain the HPD incident munber or laboratory 
number. 

3. Because paper-based records may be scanned into the LIMS, the associated incident 
number must appear on all pages of administrative documentation. It is recommended 
that staples and double-sided pages not be used. 

4. It is recommended that the date and handwritten or secure electronic initials of 
individuals adding administrative documentation to a case record be recorded. 
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5. When data from multiple cases is recorded on a single p1intout, a unique identifier for 
each case for which data is generated will be recorded on those printouts. 

B. EXAMINATION DOCUMENTATION: 
Includes reference to procedures followed, tests conducted, standards and controls used, 
diagrams, printouts, photographs, observations, and results of examinations 

1. Examples of examination documents include: notes regarding test charts, graphs, 
p1intouts, photographs, and results of testing. 

2. The incident number or lab number and the analyst's handwritten initials or secure 
electronic equivalent must be on each page of the examination docwnentation in the 
case record. 

3. Examination documentation will be generated at the time the ori~l observations are 
made during the course of analysis. ..V 

4. It is recommended that when examination documentation rL\~!lJ. of multiple pages, a 
page numbe1ing system indicating total munber of p~ge ~d~(e.g., page _ of_). 

5. When examination documentation is prepared by in t · als other than the one who 
interprets the findings, prepares the report and/~~sti s concerning the 
docwnentation, the individuals who prep~e ~C\unentation must initial their work 
product and the person preparing the rep initial each page of the associated 
documentation. ...._ \ " 

6. When examination docwnentationS,.r~r'ded on both sides of a page, each side must 
be treated as a separate page. It is~mmended that staples and double-sided pages 
not be used. ~ eJ 

7.Notes, worksheets and oth~~gs in a case record shall be legible and shall be 
made in ink. Exceptiaw(~; rule may be made when environmental conditions, 
such as extrem~col er~, prevent the use of ink. Pencil (including color) may be 
appropriate for di or making tracings. The use of anything other than ink is 
subject to the · approval of the section supervisor. 

8. While on~· tes may be recopied on occasion as allowed by section policy, all 
original t Will be maintained as a pennanent component of the case record. Once a 
secure elec onic equivalent is obtained, notes (such as those made at a crime scene) 
may be destroyed. 

9. Changes made to existing hardcopy examination records must be initialed by the 
person making the change. When striking out information on a case record document, 
a single line is to be drawn through the error and initialed. Errors will not be erased, 
made illegible or deleted. In the case of electronic records, equivalent measures will be 
taken to preserve original data. If an error is found in a report after it has been 
reviewed and approved, an amended report will be issued. This amended report will 
document any corrections or changes made to the previous report. 
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10. Dates should be recorded throughout the documentation to indicate when the work 
was perfo1D1ed. At a minimum, beginning and ending dates of analysis will be 
recorded. 

11. When instrumental analyses are conducted, operating parameters must be recorded or 
cited if already established, and must be retrievable. The incident number or lab 
number for each case for which data are generated must be appropriately recorded on 
the printout along with the handwritten or secure electronic equivalent initials of the 
analyst. 

12. Examination docwnentation will be of sufficient detail to support the conclusions 
reached. Documentation to support conclusions must be such that in the absence of 
the analyst or the final report, another competent analyst or supervisor could evaluate 
what was done and interpret the data. 

13. Abbreviations and symbols are acceptable in examination docum~tation if the 
meanings of the abbreviations and/or symbols are readil~~liensible to a 
reviewer and the meaning of the abbreviations or sym~o clearly documented in 
the sectional SOPs. Abbreviations that are common in~ ·~ipline and understood by 
anyone in that discipline do not have to be listed iJua~ble of abbreviations. 
Examples include, but are not limited to, symb~ ~hemical elements or standard 
units of measure. 0'' 

c. REPORTS: ~~ 
A lab report is generated for all analytical wo~erfonned and is the official doctunent used 
to provide results of analysis to laborato tomers. This report will contain the 
conclusions and opinions that addr se for which the analytical work was 
undertaken and should be formatt to minimize the possibility of misunderstanding or 
misuse. Laboratory repo~rts· IYN lly be generated by the LIMS. Data entered into EMS 
or LIMS by laboratory empl ~ill match the information provided on the submission 
fo1D1. Data entered by no atory employees (such as Property Room personnel) will not 
be changed. If confl~· c between the information provided on paper submission forms 
and the data entered -laboratory employees, then a comment will be added to the 
report to reflec~· repancy. Alternatively, item descriptions may be properly 
characterized · r rts issued by LIMS without changing info1D1ation entered by non
laboratory emplo ees. If it becomes necessary to contact the submitting officer or another 
officer with knowledge of the case in order to resolve a conflict, then those communications 
will be documented within the case record. 

1. A report is generated when the analysis/examination of exhibits is complete. A signed 
and reviewed copy of the report, or a secure electronic equivalent, will be stored in the 
case record as the official laboratory report In addition, any modifications to the 
report will be maintained in the case record. Those individuals with Department
recogoized log-in and password combinations will have access to electronic reports. 
Copies of signed laboratory reports may be made available to appropriate individuals. 
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Questions pertaining to this matter should be directed to the appropriate section 
manager or designee. 

2. For each case, there may be separate reports for each individual and/or section that 
performs analysis. 

3. Only the signed, printed copy of the report, or a secure electronic equivalent. that has 
completed both technical and administrative review will be considered the finalized, 
official report. 

4. It is recommended that reports be made available to individuals outside the lab only 
after a technical review of the work performed has been completed. 

5. Tue author of a report must have conducted, participated in, observed, supervised, or 
technically reviewed the examination or testing. 

6. A report of analysis will include the following: 0 
a. An appropriately completed header, including a title an~e and address of 

the laboratory • ~ 

b. The exhibits identified by quantity and descrip~{q'h.iuested by the customer. 
If not specifically requested, information perta · to the quantity of items 
analyzed will be available in the case reco~ does not have to be included in 
the written report unless the information Otie'tessary for the interpretation of test 
results. Items that are requested by omer but not analyzed will be 
referenced on the report. However, · ot necessary for the report to include a 
quantity for any item that is n~ ed by the laboratory. 

c. Tue findings ... '"ei \..) 
d. The name and signatur~ individual(s) accepting responsibility for the 

content of the r~po V 
7. When the report co · pinions or interpretations, they will be clearly denoted in 

the report. Q 
8. Infrequ~ntly ~ts of presumptive testing will not be included in a report, but may be 

provided · Uy to an officer as information to aid an on-going investigation. 
These ·cations shall be documented in the case record. All verbal results of a 
technical nature shall be included in the written report. Only the assigned analyst, 
section supervisor, or supervisor's designee may verbally release results of testing and 
this release of information must be documented within the case record. This may be 
done by initialing and dating a communication log or other documentation showing 
that results were released verbally. 

9. If it becomes necessary to amend a signed supplement, then the incorrect report must 
be documented so as not to be confused with the corrected report. It is recommended 
that a single line be drawn through the incorrect information. The initials of the 
employee making the change must also be included. The original, corrected report 
must be maintained within the case record. If a new report is issued, the new report 
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will be uniquely identified, will contain a reference to the original report that it 
replaces and should clearly state why an amended report was issued. 

10. When associations are made, the significance of the association (e.g. "consistent 
with", "match", "common source") will be clearly communicated in the report. The 
reason for "inconclusive" results must be clearly stated. 

11. The following supporting infom1ation, if applicable, will be included in the case 
record and may be included in the laborat01y report: identification of the method(s) 
used; deviations from the testing method; condition of the items, including outer 
packaging; reference to the sampling plan or procedures used; the date of sampling; 
location of sampling; reference to the sampling plan and procedures used; reference to 
the sampling standard used and any deviations, additions or exclusions to the sampling 
standard; specific test conditions, such as environmental conditios uring sampling 
that affect the interpretation of results; estimation of uncertainty~ tatement that 
results relate only to items tested; name and address of the C\lit'gl e requesting the 
laboratory report; evidence disposition; deviations from, ahtQf>r to, or exclusions 
from the test method and information on specific test co~~1'>ns, such as 
environmental conditions; a statement of complian~~~~ompliance with 
requirements; additional information required by th~slomer. 

12. Signed laboratory reports may be sent to ap~~te individuals through email, mail, 
fax or LIMS. Hai:d copies may also be ~~1i~ble for pick-up at the laboratory. 

D. DISPOSITION OF CASE REC~~'\~ 
1. Case records, in which work has b completed, are maintained in designated areas by 

incident number or laborato,~ :l'.VI]~~ 

2. Printed case records will g y be stored in the 24th floor file room but some 
case records may be sto~f\W.l'thl·n the sections. 

3. Documentation sho~ ept when case records are removed from designated storage 
areas. These re:_<e"\hould show who is talcing responsibility for the record while it is 
outside the sto~cation. 

4. Case recor~ be scanned into an imaging system for long-term storage in an 
electroni~t. Once the scanned images are of a quality suitable for archiving, the 
original records may be shredded according to the City's records retention policy. 
Houston Police Department personnel and City approved vendors may assist with the 
scanning of records and/or files. 

5. Except for those documents pertaining to DNA, records referencing proficiency tests, 
corrective actions, audits, training, continuing education, and testimony monitoring 
will be maintained for the length of the accreditation cycle or as long as 
administratively valuable, whichever is longer. Administrative value is outlined in the 
laboratory's records retention schedule. Those same records, if pertaining to DNA, 
will be kept for at least 10 years or the length specified in prevailing quality assurance 
standard documents. 
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6. Court orders for expunction of records will be followed according to Texas Code of 
Criminal Procedure Chapter 55. See Disclosure of Information/ Court Orders for 
further information. 

E. TECHNICAL REVIEWS (TR) 
1.A final report does not have to be generated before a technical review can be 

conducted. This laboratory conducts a technical review on all casework. 

2. Every effort will be made to complete the technical review before the final report is 
released from the laboratory. 

3. A technical review is a review of the report(s) to ensure that the conclusion(s) are 
reasonable and within the constraints of the analysts' scientific knowledge. 

4. Technical reviews will be conducted by individuals having~xp gained through 
training and experience in the discipline being reviewed. An · · al conducting the 
technical review need not be an active analyst or currently · roficiency tested. 
The reviewer must have sufficient knowledge of the disi:if4ihe o verify compliance 
with the laboratory's technical procedures and that~ c ~~ns reached are supported 
by the examination documentation. Experience me t the individual has 
conducted analysis in the discipline being re~ie . 

5. Technical reviews will not be conducted by or or co-author(s) of the 
examination records or test report under~ . 

6. Technical reviews should not be carri~I to the extent that it shifts the perceived 
responsibility for the scientific finiks ,~m the analyst to the reviewer. 

7. At a minimum, the technical ~'€;''-'n include a review of all examination records 
and the test report to ensure~ 
a. confonnance wi~~technical procedures and applicable laboratory policies 

and procedure~~ 
b. accuracy of t~rts and that the data supports the results and/or conclusions 

c. associa~ any, are properly qualified in the report 

d. the t~~rt contains required information 

8. When an area of concern is identified that cannot be resolved between the analyst and 
the technical reviewer, it will be referred to the section's technical management for 
resolution. Even when resolved, sectional management should be notified if technical 
issues arise. For those sections with only one trained analyst, conflicts arising through 
case work or proficiency testing will be reviewed by the Director, Quality Manager or 
a designee. After consultation with the parties involved and, if necessary, other trained 
individuals, resolution will come from the Director, Quality Manager or a designee. 

9. Technical reviews will be documented. 
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F. ADMINISTRATIVE REVIEWS (AR) 
1. Administrative reviews shall be conducted before the final report is issued. 

2. The administrative review shall be docwnented. 

3. Administrative reviews may be conducted by any individual following these 
guidelines. An individual other than the author of the report will complete the 
administrative review. 

4. Administrative reviews are used to check case record docmnentation and case reports 
for consistency with laboratory policy and for editorial correctness. 

5. Items to be evaluated when performing an administrative review may include, but are 
not limited to: 

a. Initials of the appropriate analyst and the incident number or )11? number are on 
each page of examination documentation \.> 

b. Dates included on examination records to reflect, at a m~CZ/.:, the beginning and 
ending dates of analysis • ~~ 

c. Page numbering, if required by sectional polici~' 
d. Each page of administrative documentatio~uribs the incident number or 

corresponding lab number <lJ °' ~ 
e. Spelling ~~ 

0 
~0 

~o 
o~ 

~<::-() 
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to address this type of concern. (See 4. 7 and 4.8) 

Customers will be notified if their casework is recalled. 

4.10 Improvement 
The laboratory continually improves the effectiveness of its management system 
through the use of quality policies, objectives, audit reports, data analysis, corrective 
and preventive actions, management reviews, laboratory meetings, proficiency 
testing, employee performance evaluations, testimony monitoring and/or customer 
feedback. 

4.11 Corrective Action 
4.11.1 General 
The laboratory may have to comet existing technical or administrative procedures 
when nonconforming work or departl.u-es from management system policies and 
procedures or technical operations are identified. The Director, quality manager, 
sectional manager/supervisor, DNA technical leader and (in some instances) the 
CODIS Administrator may delegate or initiate an investigation into the nature of 
nonconforming issues. Other individuals may be used as resources based upon their 
background, position in the forensic community, or skill set, either inside or outside 
the laboratory. The laboratory's cotTective action policy includes: 

• Identifying the person responsible for carrying out the corrective 
action 

• Establishing the scope of measures taken 
• Notifying customers when reports are amended 
• Identifying the root cause of the problem 
• Implementing a long-tenn solution to prevent a recurrence 
• Monitoring the effectiveness of the colTective action(s) taken 

The purpose of this policy is to maintain and improve the quality of work performed 
by the laboratory. While it is not the purpose or intent of this policy to single out an 
individual or section, it may occur as a byproduct of the process. Effo11s are made to 
maintain confidentiality of the parties involved. 

A laboratory Corrective and Preventive Action Form (CAPA) will be completed to 
address potential nonconforming issues. The fonn will be forwarded to the sectional 
manager and/or the quality manager. Action is then taken as needed to address the 
nonconfonnance. 

4.11.2 Root Cause Analysis 
The first step in the corrective action investigation is au effort to determine the root 
cause of the apparent nonconfonnance. If the cause is not obvious, an analysis of 
potential causes will be conducted. The investigator may seek guidance or input from 

Crime Laboratory Quality Manual 

Issued By: Quality Manager 

Uncontrolled When Printed 

CL-QA-QM 

Issue Date: February 1, 2014 

Page 27 of71 



others during this process. 

4.11.3 Selection and Implementation of Corrective Actions 
Corrective actions will be taken, where needed, to prevent a recurrence. The 
appropriate key management is responsible for selecting the corrective action(s) most 
likely to eliminate the problem. The quality manager and Director have the authority 
to direct the cause analysis, monitoring, and corrective actions, as necessary to 
address the problem. Documentation will be maintained to describe the action(s) 
taken. This infonnation shall be documented on a Corrective and Preventive Action 
(CAPA) fonn. The quality manager is given a copy of the CAPA that has been 
signed by the involved employee(s) and the section manager. 

Depending upon the nature of the problem or error, appropriate corrective action(s) 
may include the following: 

• If the error is determined to be in the method, the method may be 
removed from use on casework, modified, or given other additional 
controls as necessary. Other cases in which the same method was used 
may be reviewed. 

• If the error is detennined to be with an instnunent or other equipment 
used in the test, the error will be corrected and documented. Other 
cases in which the same instrument or equipment was used may be re
evaluated and appropriate action taken. 

• If the eaor rests with the analyst, it will be detennined if the error was 
the result of inadequate or inappropriate training or is an isolated 
incident and not likely to recur. If the original training is fom1d to be 
faulty, appropriate additional training, evaluation and revision will be 
devised. If the original training is detennined to be adequate, the 
review will attempt to identify the specific cause of the problem or 
enor. Actions taken to address personnel issues may be confidential 
and may be handled by personnel outside oftbe laboratory (i.e., 
Hwnan Resources, etc.). 

• If the error is determined to be administrative or clerical in nature, the 
documentation and review process will be studied and revised, if 
appropriate, to minimize the recurrence of this eiror. 

Corrective actions will be of the appropriate degree and magnitude to correct the 
problem and reduce the risk of recurrence. 

4.11.4 Monitoring Conectlve Actions 
The section manager, quality manager and/or the Director monitors the results of 
corrective actions to ensure that the actions taken are effective. Documentation will 
be maintained to monitor the effectiveness of the action(s). The corrective action 
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process will be reviewed dwing the annual management review. 

4.11.5 Adclltlonal Audits 
Key management has the authority to request and/or conduct a special audit if the 
nonconformance casts doubt on the laboratory's compliance with its own policies, 
procedures, or with accreditation standards. 

4.12 Preventive Actions 
4.12.1 All employees are encouraged to monitor work flow, technical procedures, 
and management system practices for potential improvements or sources of 
nonconfonnance. 

4.12.2 These opp01tunities for improvement shall be directed to the appropriate 
key management for evaluation. 

Suggestions received from customers should also be forwarded to appropriate key 
management. 

Preventive actions will be fonnulated, reviewed and, if approved by the appropriate 
key management, documented using a CAP A fonn. Completed CAP A forms will be 
forwarded to the quality manager. Key management will be responsible for 
implementing and monitoring its effectiveness. Tue implementation of the action 
plan should be communicated to affected employees in a timely fashion. Preventive 
actions will be evaluated during the yearly management review. 

4.13 Control of Records 
4.13.1 Genel'al 

4.13.1.1 A case record is maintained for each request for analysis 
accepted by the crime laboratory. Effective with the issuance of this 
manual, case records are identified by the forensic case nwuber. Prior to 
this, these records may be identified by the forensic case nwnber, agency 
case nwnber, laboratory number, or other unique identifier. 

Quality records, including but not limited to internal audit reports, 
management reviews, corrective and preventive actions, perf onnance 
verification, maintenance, and validations are also maintained. These 
records will be named in such a way to facilitate appropriate filing and 
storage. 

Technical records are examination documents that are of sufficient detail 
to reproduce or to allow for the review of the examination results. This 
includes raw data, photographs, worksheets, and case associated notes. 

Case specific administrative records include but are not limited to 
communication logs, chains of custody, submission forms, subpoenas, and 
discovery requests. 
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to address this type of concern. (See 4. 7 and 4.8) 

Customers will be notified if their casework is recalled. 

4.10 Improvement 
The laboratory continually improves the effectiveness of its management system 
through the use of quality policies, objectives, audit reports, data analysis, corrective 
and preventive actions, management reviews, laboratory meetings, proficiency 
testing, employee performance evaluations, testimony monitoring and/or customer 
feedback. 

4.11 Corrective Action 
4.11.1 General 
The laboratory may have to correct existing technical or administrative procedures 
when nonconfonni.ng work or departures from management system policies and 
procedures or technical operations are identified. The Di.rector, quality manager, 
sectional manager/supervisor, DNA technical leader and (in some instances) the 
CODIS Administrator may delegate or initiate an investigation into the nature of 
nonconforming issues. Other individuals may be used as resources based upon their 
background, position in the forensic community, or skill set, either inside or outside 
the laboratory. The laboratory's corrective action policy includes: 

• Identifying the person responsible for carrying out the corrective 
action 

• Establishing the scope of measures taken 
• Notifying customers when reports are amended 
• Identifying the root cause of the problem 
• Implementing a long-term solution to prevent a recurrence 
• Monitoring the effectiveness of the COlTective action(s) taken 

The purpose of this policy is to maintain and improve the quality of work performed 
by the laboratory. While it is not the purpose or intent of this policy to single out an 
individual or section, it may occur as a byproduct of the process. Efforts are made to 
maintain confidentiality of the parties involved. 

A laboratory Corrective and Preventive Action Form (CAPA) will be completed to 
address potential nonconforming issues. The form will be forwarded to the sectional 
manager and/or the quality manager. Action is then taken as needed to address the 
nouconformance. 

4.11.2 Root Cause Analysis 
The first step in the corrective action investigation is an effort to detenni.ne the root 
cause of the apparent nonconfonnance. If the cause is not obvious, an analysis of 
potential causes will be conducted. The investigator may seek guidance or input from 
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others during this process. 

4.11.3 Selection and Implementation of Corrective Actions 
Corrective actions will be taken, where needed, to prevent a recurrence. The 
appropriate key management is responsible for selecting the corrective action(s) most 
likely to eliminate the problem. The quality manager and Director have the authority 
to direct the cause analysis, monitoring, and corrective actions, as necessary to 
address the problem_ Docmnentation will be maintained to desc1ibe the action(s) 
taken. This infonnation shall be documented on a Corrective and Preventive Action 
(CAPA) form. The quality manager is given a copy of the CAPA that has been 
signed by the involved employee(s) and the section manager. 

Depending upon the nature of the problem or error, appropriate corrective action(s) 
may include the following: 

• If the error is determined to be in the method, the method may be 
removed from use on casework, modified, or given other additional 
controls as necessary. Other cases in which the same method was used 
may be reviewed. 

• If the e1ror is determined to be with an instrument or other equipment 
used in the test, the error will be corrected and doctunented. Other 
cases in which the same instrument or equipment was used may be re
evaluated and appropriate action taken. 

• If the error rests with the analyst, it will be determined if the en-or was 
the result of inadequate or inappropriate training or is an isolated 
incident and not likely to recur. If the original training is found to be 
faulty, appropriate additional training, evaluation and revision will be 
devised. If the original training is determined to be adequate, the 
review will attempt to identify the specific cause of the problem or 
error. Actions taken to address personnel issues may be confidential 
and may be handled by personnel outside of tl1e laboratory (i.e., 
Human Resources, etc.). 

• If the error is detenuined to be administrative or clerical in nature, the 
documentation and review process will be studied and revised, if 
appropliate, to minimize the recurrence of this error. 

Corrective actions will be of the approp1iate degree and magnitude to correct the 
problem and reduce the risk of recurrence. 

4.11.4 Monlto1ing Col'l'ective Actions 
The section manager, quality manager and/or the Director monitors the results of 
corrective actions to ensure that the actions taken are effective. Documentation will 
be maintained to monitor the effectiveness of the action(s). The conective action 
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process will be reviewed during the annual management review. 

4.11.5 Adclltional Au<Uts 
Key management has the authority to request and/or conduct a special audit if the 
nonconfonnance casts doubt on the laboratory's compliance with its own policies, 
procedures, or with accreditation standards. 

4.12 Preventive Actions 
4.12.1 All employees are encouraged to monitor work flow, technical procedures, 
and management system practices for potential improvements or sources of 
nonconformance. 

4.12.2 These opportunities for improvement shall be directed to the appropriate 
key management for evaluation. 

Suggestions received from customers should also be forwarded to appropriate key 
management. 

Preventive actions will be formulated, reviewed and, if approved by the appropriate 
key management, documented using a CAP A fonn. Completed CAP A forms will be 
forwarded lo the quality manager. Key management will be responsible for 
implementing and monitoring its effectiveness. The implementation of the action 
plan should be communicated to affected employees in a timely fashion. Preventive 
actions will be evaluated during the yearly management review. 

4.13 Control of Records 
4.13.1 Genel'al 

4.13.1.1 A case record is maintained for each request for analysis 
accepted by the crime laboratory. Effective with the issuance of this 
manual, case records are identified by the forensic case munber. Prior to 
this, these records may be identified by the forensic case number, agency 
case number, laboratory nwnber, or other unique identifier. 

Quality records, including but not limited to internal audit reports, 
management reviews, corrective and preventive actions, perfonnance 
verification, maintenance, and validations are also maintained. These 
records will be named in such a way to facilitate appropriate filing and 
storage. 

Technical records are examination documents that are of sufficient detail 
to reproduce or to allow for the review of the examination results. This 
includes raw data, photographs, worksheets, and case associated notes. 

Case specific administrative records include but are not limited to 
commtUlication logs, chains of custody, submission fonns, subpoenas, and 
discovery requests. 

Crime Laboratory Quality Manual 

Issued By: Quality Manager 

Uncontrolled When Printed 

CL-QA-QM 

Issue Date: February 1, 2014 

Page 29 of71 



• A review of all administrative records to ensure that the assigned 
incident number is on each page 

• A review of all examination records to ensure that the unique case 
identifier and analyst initials are on each page 

• A review of the report to ensure that all key infonnation (refer to 
5.10.2 and 5.10.3) is included 

5.9.6 The testimony of applicable crime laboratory personnel is monitored at 
least once each calendar year. More frequent monitoring may be appropriate for 
inexperienced personnel. A copy of the completed evaluation form is stored in a 
retrievable format. Testimony may be monitored through direct observation 
(preferably by the section supervisor or designee), a review of court transcripts, 
through solicitation of court officials, videotaped testimony, or other means whereby 
the following can be evaluated: 

• Appearance and poise 
• Clarity of communication 
• Identification of evidence 
• Ability to present scientific information in an easily understood 

manner 
• Consistency of testimony with case documentation 
• Perfonnance under cross-examination 

The completed evaluation form is reviewed with the witness. The witness is given 
appropriate feedback, both positive and in any area needing improvement. This 
review is acknowledged by the witness and reviewer by placement of their signatures 
on the evaluation fonn. 

If the evaluation indicates the possibility of a serious problem (either with the witness 
or with a procedure) or the overall presentation is unacceptable, then a corrective 
action procedure is implemented. The corrective action process may include input 
from the section supervisor and quality manager, as appropriate. Recommendations 
for corrective action may include, but are not limited to, communications training, 
remedial technical training, additional mock court training, or a review of technical 
procedures or methods. Additional and documented actions are taken as necessary. 

5.9.7 Testimony monitoring records are kept for at least one accreditation cycle 
or five years, whichever is longer. DNA records are kept for at least ten years. 

5.10 Reporting the Results 
5.10.1 General 
The results of testing conducted by the laboratory are reported accurately, clearly, 
unambiguously, and objectively. These results are reported in the LIMS and include 
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5.10.9 Amendments to Test Reports 
An amended report will be issued when necessary and will clearly communicate the 
reason for the amendment If a new report is necessary, the new report will be clearly 
identified and will contain a reference to the original report that it is replacing. 

Amending reports may require the assistance of the laboratory's LIMS administrator. 
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upon education, training, experience and/or demonstrated skills, as required. 

New employees also complete new employee orientation and training if required by 
the parent agency. 

5.2.1.1 Each section of the laboratory has a training program. Newly hired analysts, 
including contract employees, will complete the appropriate training program and 
demonstrate competence before beginning casework. Sectional trniniug manuals also 
include infonuation related to retraining and maintenance of skills. 

Training is carried out Ullder the direction of the appropriate key management 
personnel or qualified designee. Training may include, but is not limited to: 

• Review of w1itten nrnterials such as journal articles, books, and in-house 
procedure manuals 

• Laboratory exercises to demonstrate practical skills 
• Discipline specific written and/or oral examinations to demonstrate 

understanding of the scientific subject matter and the laborato1y activities 
associated witb it 

• Successful completion of a competency test to demonstrate the employee's 
ability to properly convey results and conclusions and the significance of 
those results and conclusions 

Training may be modified for analysts with previous training and/or experience at 
another laborato1y. However, all analysts. whether previously trained or not, will 
tmdergo technical competency testing before beginning casework. 

Technical competency can be achieved through the following: 

• demonstrated competency 
• training 
• expenence 
• casework supe1vision 
• continuing education through professional development 
• proficiency testing 
• compliance with established scientific protocols and proper professional ethics 

The section manager or desig:uee will evaluate the new employee's credentials and 
modify the training program if applicable. Previous training records summarizing 
com1-qualifications, comses taken, and other suppo1iing documentation will be 
obtained when practical. 

hi order to maintain competency, skills, and expertise, analysts are encomaged to 
participate in continuing education. Section specific continuing education 
requirements, such as for DNA analysts and CODIS administrators, must be met. 
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Skills and expertise can be maintained by: 

• Attendance at meetings, seminars and conferences 
• Participation in scientific working groups 
• Review of current and applicable literature 
• Presentation and submittal of jownal articles 
• Presentations at technical meetings 
• Pruiicipation in college-level and other specialized courses 
• Completion ofwebinars or other on-line tiaining opportunities 

Webinars or other on-line trnining oppo11unities used to meet DNA continuing 
education pwposes must be approved by the Technical Leader. 

Documentation of trnining is maintained. Doctllllentation will include statements of 
qualifications aud/or resrnnes/CVs, and records of specialized training received. 
Transcripts will be urnintained for those employees in positions that require a college 
education. 

5.2.1.2 If applicable, analysts will rn1dergo training in the presentation of evidence in 
court. This will include mock courtroom testimony. Non-analytical employees and 
those who do not analyze evidence associated with active cases are not required to 
undergo mock trial training. The mock trial does not have to be conducted before the 
analyst begins casework. However, whenever possible. the mock trial will be 
conducted before the analyst testifies in comt for the first time. 

5.2.2 Key laboratory 1llrulagement fonnulates goals with respect to the education, 
training, and skills of laborato1y personnel. Laborato1y training goals are evaluated in 
light of present and perceived workload demands during annual management review 
to align competencies with customers' needs, to promote professional development 
and to ensme that mandated training is provided. These goals are outlined in each 
discipline training manual. Training is provided if relevant to present and anticipated 
tasks of the laboratory and if financially feasible. The effectiveness of in-house 
training is evaluated by the trainer and/or section supervisor. Effectiveness may be 
evaluated by meeting stated goals or objectives and through the completion of 
quizzes, competency tests, oral examinations, and/or proficiency testing. 

Trainees are responsible for maintaining a training notebook which includes 
docwnentation of goals and objectives, exercises, exams, and other documentation 
supporting their training activities. Fwther details may be found in sectional training 
manuals. Letters of authorization are issued upon successful completion of the 
section-specific training mrumal and a competency exam. New letters are issued as 
an analyst develops new competencies. Competency is evaluated annually through 
the proficiency testing program. Critical tasks that require competence include, but 
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EXHIBIT T 



Date: IAug 4, 2014 

I ' 

HOUSTON FORENSIC SCIENCE CENTER 
CORRECTIVE AND PREVENTIVE ACTION REPORT 

IX CHECK IF ADDITIONAL PAGES ARE USED 

SECTION 1 

DESCRIPTION OF A submission was found to have Inconsistent Information on the samples and evidence packaging relative to the 
ISSUE/NON- submission paperwork and electronic Information In the LIMS and EMS. This was noted by the receiving analyst who 
CONFORMANCE: also Initiated contact with the submitting officer regarding the Inconsistency. Another analyst working Independently, 

took the evidence, acknowledged the discrepancy and analyzed the sample. The Item Itself was labeled that analysis 
was complete but being held pending a response from the submitter, this was not In the case record. A report was 
generated, signed and submitted for review by Andrea Gooden. The examination documentation did Include a note 
regarding the discrepancy and had been acknowledged by both analysts Involved. The report passed through 
technical and administrative review without an acknowledqement of the Inconsistency. a 

CLASSIFICATION OF NONCONFORMANCE: see Quality Manual for description lcLASS II PREVENTIVE 
r ACTION ONLY 

ROOT CAUS A lack of attention to detail allowed a sample to be analyzed and ultimately reported despite the Identification of 
ANALYSIS Inconsistencies in the submission documentation and the evidence. 

PROPOSED CORRECTIVE ACTIONS/RECOMMENDATIONS TO ADDRESS THE DEFIOENCY AND PREVEITT RECURRENCE: 

The report was withdrawn by William Arnold. It was verified on the day the error was detected that no one had accessed the report and 
that It had not been disseminated through the report distribution list. Once It was realized that the missing case and the erroneous 
report were related, all correspondence was placed In the case record by the analyst. This Incident, coupled with other performance 
Issues led to retraining of the analyst. Moving forward, reports of analysis wtll be augmented to indude information regarding a 

SECTION MANAGER: 
~...-... -·-illiam B. Arnold ::..-:-..!..--=,.~::z:.=.
~·~ 

Date: IAug 4, 2014 

SECTION 2 (MANAGEMENT REVIEW AND RESOLUTION) 

FIN he section initiated practices to halt any analysis where there Is the possibility that evidence Is associated with an 
RESOLUTION Incorrect case. This has been Incorporated Into the Standard Operating Procedure. Inconsistencies are now noted In the 

final report as standard practice. At the time an Inconsistency Is detected, an analyst may Issue a report stating that an 
Issue has been Identified and analysis will not be performed until the Issue Is rectified. The District Attorney has 
requested that photographs be collected at the time of evidence receipt. The section Is working to Identify a practical 
avenue to make photographs of the evidence available at the time reviews are conducted. Technical and 

• • • •• • • t • • • • • • • • • a 

QUAUTY MANAGER:l -f-hl /~J Date: I /f/ 1 /?rJ!'f 

LABORATORY DIRECTOR: I Date: l~B--{--/f--
Correctm and Preventive ActKJn Form 
Issued By Quality Manager 

FAD·QA ·CAPA 
Issue Date. May 16. 2014 
Paf}" 1 of1 



CAPA: 2014-0010 
Date: 08/04/2014 

Statement Of the Issue 

A submission was found to have Inconsistent information on the samples and evidence packaging 
relative to the submission paperwork and electronic Information in the LIMS and EMS. This was noted 
by the receiving analyst who also initiated contact with the submitting officer regarding the 
inconsistency. Another analyst working independently, took the evidence, acknowledged the 
discrepancy and analyzed the sample. The item Itself was labeled that analysis was complete but being 
held pending a response from the submitter, this was not in the case record. A report was generated, 
signed and submitted for review by Andrea Gooden. The examination documentation did include a note 

regarding the discrepancy and had been acknowledged by both analysts involved. The report passed 
through technical and administrative review without an acknowledgement of the inconsistency. 

Root Cause 

A lack of attention to detail allowed a sample to be analyzed and ultimately reported despite the 
identification of Inconsistencies in the submission documentation and the evidence. 

A'ction Steps 

The report was withdrawn by William Arnold. It was verified on the day the error was detected that no 
one had accessed the report and that it had not been disseminated through the report distribution list. 
Once It was realized that the missing case and the erroneous report were related, all correspondence 
was placed in the case record by the analyst. This incident, coupled with other performance Issues led to 
retraining of the analyst. Moving forward, reports of analysis will be augmented to Include information 
regarding inconsistencies when they are identified. Of the 447 reports that were reviewed by William 
Arnold, half will undergo a secondary technical and administrative review. The remaining reports will 
undergo an administrative review. 

Management Review and Resolution 

The section initiated practices to halt any analysis where there Is the possibility that evidence Is 
associated with an incorrect case. This has been incorporated into the Standard Operating Procedure. 
Inconsistencies are now noted in the final report as standard practice. At the time an inconsistency is 
detected, an analyst may Issue a report stating that an Issue has been identified and analysis will not be 
performed until the issue is rectified. The District Attorney has requested that photographs be collected 
at the time of evidence receipt. The section is working to identify a practical avenue to make 
photographs of the evidence available at the time reviews are conducted. Technical and Administrative 
reviews are now conducted by multiple members of the section rather than a single Individual. 
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June 26, 2014 

RE: Court Testimony Evaluation of Andrea Gooden - 035791513 

This evaluation Is being offered based upon my observations during 

your first court testimony experience. Outside defense attorneys 

who were present were heard telling the Assistant Chief of Court 8 
that you presented well, had a good attitude and were well spoken. 

Overall, your testimony regard ing the analysis in incident 35791513 
was good. I can say that I have not seen an attorney be as personal 

with an expert witness in my career. Your appearance was long and 

undoubtedly, exhausting. With that being said, it is imperative that 

you always ensure you understand the question that is being asked. 

HOUSTON FORfNSIC 
SCIENCE CENTER 

l!lkl r rJ \ iS SL. Wth Huor 

I lc•u '>hHl. l X 77002 
(71 J) l/21J-67till 

As you know, each of us is responsible for our testimony. Every analyst is required to speak 

the truth and convey the information requested of them in a clear, concise and transparent manner. 

You did borrow analogies that are used by others for your testimony, but your testimony was your 

own. It was based upon your understanding of the analysis conducted and the processes involved. 

Your testimony regarding the processes used by the instrument to detect and quantitate ethanol 

was good, overall. The following observations made whlle observing your testimony: 

• In your testimony, you stated that photographs were taken after the evidence had 

been opened, which is correct. However, the photographs are taken just prior to 

resealing the evidence following analysis. The court was left with the impression 

that photographs were taken prior to analysis. 

• You went on to explain that the calibrators functioned to set the range of the 

instrument. The linear range is determined during the validation. The calibrators 

serve to establish a curve inside of the linear range of the instrument. The actual 

range could exceed the calibration. For clarity, the calibrators establish the range 

over which values can be reported for a single sequence. 

• When asked about the volume of sample analyzed, you responded stating that 100 

µI of sample was used. In response to follow up questions, you clarified that the 

amount was the equivalent of a drop. Remember to avoid the use of technical 

terms such as metric volumes where possible. This can remove the need for follow

up questions and makes your testimony easier to follow on the part of the jury. 

• In your response to a question regarding the use of salt in each vial, you stated that 

one gram is added. The amount of salt is only approximate and is not known to be 

one gram. Enough salt is added to saturate the contents of the vials. 

• When asked to explain the function of the internal standard, you explained that it 

was similar to having a broken speedometer. In actuality, it is the opposite. If you 

are in a car with a functioning speedometer, you are able to determine the speed of 

a car relative to your own speed. Like a functioning speedometer, one is able to 

determine if another vehicle is moving faster, slower or the same speed. 
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• When discussing retrograde extrapolation, remember that is not used to calculate 

an individual's ethanol level at a previous point in time. It Is used to estimate a 

value, not a known value. 

• When stating a value in response to a question about concentration, you should 

state the units. 

• Be prepared to discuss the application of the scientific method when asked. You 

were being asked about a situation where the prediction did not match the 

expected outcome of the experiment. If that is the case, during analysis you would 

adapt your hypothesis and pass back through the process. The basic steps are: 

• Question 

• Hypothesis 

• Prediction 

• Experiment 

• Analysis 

• Always testify to what you know. If you are speaking about a situation based on 

experience or assumption, clearly state that this is the basis for your response. 

Some of the points you testified to were outside your personal knowledge but it 

sounded as though you were speaking definitively. Some of these are: 

• You cannot know if the police took photographs of the sample prior to 

submission 

• You do not know the condition of samples at the time they were received 

from the police; you only have the observations made within our laboratory. 

Any requirement to record this information would be prior to the evidence 

passing into the laboratory custody and we do not know what requirements 

the agency has or does not have. We cannot speak directly to those 

concerns on the part of the defense. 

• The defense brought up irregularities with the samples and it was stated 

that the agency should have added additional labels to the tubes. While we 

may prefer additional labels or particular information, we do not set policy 

for submitting agencies at this time. We can only set our acceptance 

criteria. The samples may have been irregular, but did not violate any of our 

policies. 

• When asked if your analysis was in compliance with the Standard Operating 

Procedures regarding the use of instrumentation, you repeatedly stated that it was. 

This was not the case since the SOP stated one must use a particular instrument and 

method. The correct answer would have been 'no'. In actuality, the use of the 

other instrumentation is allowed by the validation documentation created after the 

procedure was written. This was the same question you were asked in your mock 

trial training on a previous occasion. In that instance you eventually responded 

correctly. 

• In a review of your training manual, you confused the new instrumentation (which 

has a green face plate) with that of the older instrument (with a blue face plate). 
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Based on your testimony this information is recorded in your training records on the 

4•h page on November 26, 2012 and November 27, 2012. 

• The defense brought up a pipette that had failed calibration verification, #2058. 

Discussion was also associated with a control prepared on May 30, 2013 by another 

analyst. This control was 'spiked' on June 2, 2013 by the preparing analyst. Always 

be prepared to discuss random issues that are brought forth by the attorneys but be 

forward in stating that the perceived issue Is or is not a cause for concern when 

possible. If you do not have firsthand knowledge of the event, say that you do not. 

• Great effort was made to convey that the stopper for the blood tube had been 

removed at some point between the time of the blood collection and the time the 

photographs used in court were taken. It was stated that the blood is not in contact 

with the stopper at the time the tube is opened and that while the sample was 

mixed, the sample may not have been in contact with the stopper. Be aware blood 

will adhere to the stopper and that one cannot mix a sample by inversion without 

bringing the blood into contact with the stopper. When the stopper is replaced, 

inevitably, blood will become trapped between the vial and the stopper and appears 

as a red, feathered halo as seen in your photographs. This is the normal appearance 

of the samples post analysis. 

• Questions were posed regarding the chain of custody and apparent inconsistencies 

associated with the initial steps in the chain of custody. While it is appropriate to 

state what is on the Chain of Custody if asked, you cannot testify to the validity of a 

transfer or reasons an item is transferred by an outside agency. While we can state 

what is recorded in the records, do not try to explain an apparent issue; that is the 

responsibility of the submitting agency. It is somewhat speculative for us to 

conclude that an entry in the chain of custody is an error when the record is 

generated outside our knowledge. We are not responsible for the Property Room's 

procedures and we cannot speak for them. 

• When questioned regarding the alleged contamination of the sample, you stated 

that the ethanol value would cont inue to grow if a sample were contaminated. You 

should review the scientific literature associated with the neo-formation of ethanol 

in contaminated specimens. This statement is not supported in the literature. 

• The blood tubes in casework are child items of the parent. In our system, the chain 

of custody will simply state that the item is 'Packaged with Parent'. Remember that 

because of the way LIMS is set, the chain of custody is shared with the parent item 

unless it is separated and transferred separately. As an option, the chain can show 

the entire chain for the child items, but that option is turned off due to the 

excessively long Chain of Custody it creates in many submissions. 

• At one point in your testimony, you were asked to calculate the highest value of 

ethanol concentration an individual could have if three drinks each added 0.020 

g/lOOml to the blood concentration. Then what would the concentration be after 

three hours if the individual eliminated at 0.020 g/lOOml per hour. You stated that 

Widmark would have predicted a 0.0068 g/lOOml for a male. However, that was 

not the question being asked. The defense council pointed out that this had nothing 
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to go with Widmark but you insisted that it 'wasn't fair to not use Widmark'. You 

should always listen to the question asked and try to answer it accordingly. When 

clarification is offered, do not Insert your own assumptions without verifying your 

understanding. This point was also made by the prosecutor on your evaluation form 

they submitted Independent of my observations. 

As we discussed on May 2, 2014, two days after your court appearance, you must have a thorough 

understanding of the science and operation of the Instrumentation you utilize. In early April we had 

discussions regarding your foundation of knowledge in blood alcohol analysis. To this end you have 

been undergoing further training and review in an effort to bolster your existing knowledge and 

ability to testify. The steps taken include: 

• A review of your training performed under the previous manager including studying 

flashcards, notes and articles 

• One on one discussions of the functions of the instrumentation 

• A week long court training class 

• Additional court appearances with overall positive reviews 

• Practice problems to demonstrate your understanding of retrograde extraction and 

the Widmark equation 

These observations are feedback regarding your testimony. It is important to accept feedback 

without negativity and disagreement. Learn to listen to the feedback of others, objectively discuss 

any disagreements you may have in an open, objective manner and move forward. 

William B. Arnold 

Interim Toxicology Manager 
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Houston Forensic Science Center 

INTEROFFICE MEMO 

To: Andrea Gooden. Forensic Analyst 

From: William B. Arnold. Acting Director of Information Technology 

cc: Caresse Young, Director of Human Resources 

Irma Rios, Director of the Forensic Analysis Division 

Lori Wilson. Acting Director of Quality Assurance 

Date: 8/4/2014 

Re: Return to Alcohol Casework 

In early April you prepared a PowerPoint at the request of a district attorney for use in court 
testimony. While reviewing your proposed presentation I took the opportunity to review various 
facets of this type of analysis with you. At that time. there were basic questions you were unable 
to answer. Our conversation caused me to question your ability to convey the infonnation and 
also your understanding of the concepts associated with this type of analysis. We went to the 
laboratory and reviewed the function and operation of Headspace Gas Chromatography using the 
Perkin Elmer equipment. This included a review of the parts and function of the headspace and 
gas chromatograph. 

It was at this time, 1 questioned your knowledge base. I had the opportunity to review some of 
your analytical work after January I. 2014 when I assumed the position of Acting Toxicology 
Manager. The technical reviews I had conducted during that time frame had not caused me any 
particular concern. At that time. the prudent choice was to gather additional infonnation before 
making any determination regarding your capabilities. 

On April 15. 20 I 4 it was found that a report had been generated for evidence submitted under 
incorrect case information. The report was withdrawn and it was verified on that day that the 
report had not been sent outside the laboratory. Based upon the records in the LIMS, no e ever 
viewed or downloaded the information remote( throu h the web-based system. v--....._...,,.,==.:.. 
o this error. coupled with m revious observations led to your suspension 

On April 30. 20 I 4, you offered testimony in an unrelated case where you performed blood 
alcohol analysis. We discussed your testimony on May 2. 2014 and we covered many of the 
issues I perceived with your testimony in my office. Ultimately. the evaluation was codified into 
a written document for your review. On June 13, 2014 we had the first of several meetings 
regarding your performance with the Director of Human Resources. At this time, you stated that 
you refused to read the written, draft review that had been given to you prior to that meeting. On 
June 16, 2014 you generated a memo which states that you did not understand why you had been 
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taken off casework. We met again on June 19, 2014 and you expressed that you did not agree 
with the information. On June 24. 2014 you stated that you understood that the contents of the 
review were my opinion and that you did not have a problem with the contents. We also 
reviewed our discussion from early April and the timeline of events and meetings to that date. 
At this time, you acknowledged the steps that had been taken to assist you in your development 
but stated that you had not taken my efforts to address your perfonnance seriously. 

Over this time frame, several steps were taken to bolster your existing knowledge and 
perfonnance. These include: 

• A review of your training performed under the previous manager including studying 
flashcards, notes and articles 

• One on one discussions of the functions of the instrumentation 
• A week long court training class 
• Additional court appearances with overall positive reviews 
• Practice problems to demonstrate your understanding of retrograde extraction and the 

Widmark equation 
• An additional mock court with participation by the District Anomey's Office 
• A written exam 
• You were provided a digital recorder with which you can review and practice your 

responses to questions 
• Additional readings regarding the variations in absorption rates of alcohol in individuals 

Through this period of time, you have repeatedly articulated that you did not understand why you 
were removed from casework. During your court testimony monitoring, you repeatedly sighed 
and on occasion even challenged the individuals assisting you with your training in the mock 
court. 

Based upon the review of your written exam, practice calculations, mock court training, 
additional court experience and personal discussions you were released to perform casework on 
July 28, 2014. As stated in the e-mail. any alcohol casework you perform is to be reviewed by 
me until furtht!r notice even though the technical and administrative reviews may have been 
completed by others. 

Please be assured, that the quality of the work product of this laboratory is a very serious matter. 
Our work directly impacts the lives of those we serve. Although this incident did not have any 
impact in the judicial system, it serves as a reminder to all of us of the gravity of the work we 
pcrfonn and potential harm that could be inflicted. As a member of our team, you are expected 
to engage in your own professional development rather than resist constructive efforts that are 
made on your behalf. An additional written evaluation will be compiled for the date range of 
July through September. It is imperative to your success that you develop a positive attitude and 
work to further your knowledge base and testimony skills. 

(),wi(~:ii 1~if 
~ 'Jw ol, i!!t 
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Houston Forensic Science Center 

To: 

From: 

Date: 

Re : 

Lori Wilson, Quality Director 
Houston Forensic Science Center 

Jackeline Morai Quality Specialist 

September 5, 2014 

CAPA #2014-011 and CAPA #2014-016 

INTEROFFICE MEMO 

As a resuhofCAPA # 2014-011 and 2014-016, 142 (26%) of544 case records from the Toxicology 
section were reviewed by the Quality Division. The case records selected were administratively and 
technically reviewed by the acting Toxicology section manager within the tirneframc when this event 
occurred. The purpose of this case record review was to evaluate the acting Toxicology section manager's 
case record review process within the CAPA 's tirneframe to determine if this was a one-time occurrence. 

Neither major administrative issues nor suspect name and/or incident discrepancies were noted in the 
reviewed case records. Minor administrative fmdings were noted and are included and delineated in the 
next section of thi<I report. 

Minor Administrative Findin2s 

Administrative fmdings fOWld during the case record review process pertained to QA manual clause 
4.13.1.1, 4.13.2.8 and 4.13.2.4 which are delineated below. 

4.13.1.1 A case record is maintained for each request for analysis accepted by the laboratory. Effective 
February 1, 2014, case records will be identified by the forensic case number. Prior to this, these records 
may be identified by the forensic case number, agency case number, laboratory number, or other urll:Jue 
identifier. 

4.13.2.8 AD administrative records received or generated by the laboratory for a specifi; case must 
include the unique case identifier and the identity of the indivKlual adding the information to the case 
record. 

4.13.2.4 Administrative documentation must contain the case number associated with the analysis. 
Examination documentation must contain the case number and the identity of the examiner. Laboratory 
generated examination records will be page numbered using a system that indicates the total m.rnber of 
pages. 



.. 

Administrative documents from a variety of cases assigned a Forensic Case Number after February 111, 

were only identified by the submitting agency's incident number. Per clause 4.13.1.1, aD case record 
documentation will be identified by the forensic case number. Another fmcling for clause 4.13.2.8 was 
that in some instances the person adding administrative documentation to the case record was not 
identified. Technical records generated within the laboratory need to have a page numbering system that 
indicates the total number of pages within the case, in some cases this page numbering system was not 
observed. 

After the review process was completed all fmclinl?,5 were corrected bythe appropriate analyst There 
were some case records that were corrected by another analyst because the original assigned analyst is no 
longer employed by the HFSC. But this was noted in the case record review fonn. Statistics Data for 
these case record reviews are shown on graph I. 

Conclusion 

Case File Review Statistics 

90% c.asesw/o 
Andlngs 

Graph 1. Statistics on Case Record Findings 

The Quality Division did not fmcl any major fmclings or discrepancies that would question the review 
process for the Acting Toxicology section manager. After the review process was completed all minor 
fmclings were corrected in the case file by the analyst In addition, the section has implemented an 
evidence rejection system which was also incori)orated into their SOP. By policy, any major discrepancies 
or inconsistencies such as incorrect incident numbers and/or suspect names are noted in the case record 
and the evidence is returned to the property room. Once corrections are made by the customer, the section 
will move forward with the requested analysis. A report is also generated stating the inconsistencies found 
in the case by the analyst. 

Additional case record review wiD be completed if requested by the Texas Forensic Science Commission 
and/or ASCLD/LAB. 

~/MnJ, 
Jackeline Mora~ Quaity Speclllist 

Lori ...... --
Wilson ::r--
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HOUSTON FORENSIC SCIENCE CENTER 

CORRECTIVE AND PREVENTIVE ACTION REPORT 

IX CHECK IF ADDITIONAL PAGES ARE USED 

SECTION 1 
Date: !Aug 4, 2014 CAPA#: 12014-016 

DESCRIPTION OF A CAPA was not resolved promptly on a Tox report that had a discrepancy on the source of a blood sample on the 
ISSUE/NON- submission form and the evidence. This issue was brought to the attention of management and was not addressed 
CONFORMANCE: using the CAPA process. Reference Quality Manual Section 4.9 Control of Nonconforming Testing Work 

The CAPA was not tracked nor resolution finalized through the quality system. 

CLASSIFICATION OF NONCONFORMANCE: see Quality Manual for description lcLASS Ill 
I PREVENTIVE 

ACTION ONLY 

ROOT CAUS Some of the issues preceding the first event include the fact that the Tox manage·r had recently resigned and an 
ANALYSIS interim manager, who is also the acting IT Director due to the formation of the new Houston Forensic Science Center, 

was overseeing the section including conducting some of the tech and administrative review of blood alcohol cases. 
While the interim manager is knowledgeable In toxicology, his oversight of the section was diminished by his other IT 
related duties. This could have resulted in not Issuing and following up with a CAPA promptly and not following up 
with the correction of the lab reoort bv the analvst in a timelv manner. a 

PROPOSED CORRECTIVE ACTIONS/RECOMMENDATIONS TO ADDRESS THE DEFICIENCY AND PREVENT RECURRENCE: 

Management staff members were reminded of CAPA submission via email on 8/4/14. Immediately implemented one week follow up 
reminder on director's calendar when a CAPA Is brought to her attention. 

SECTION MANAGER: I LJl.iaw-'2&{i;u;~ Date: IAug 4, 2014 

SECTION 2 (MANAGEMENT REVIEW AND RESOLUTION) 

FINA Additional staff have been hired both in the toxicology and quality assurance units to function in an oversight 
RESOLUTION capacity. Mr. Donald Dicks was hired and functions as a lead in the Toxicology section. 

The Quality Assurance Unit at the time of the event had one manager and one quality assurance criminalist. Ms. Jackie 
Moral was hired to assist the Quality Assurance Manager in quality related functions on June 30, 2014. Another Quality 
Assurance Specialist is expected to be employed on September 8, 2014. 

QUALITY MANAGER:! ~ lii~m 
LABORATORY DIRECTOR: I ~ ~~ 

CorrectNe and Prevelllive Action Ferm 
Issued By: Quality Manage1 

Date: IAug 4, 2014 

Date: !Aug 4, 2014 

FAD-QA -CAPA 
Issue Date · May 16, 2014 
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August 4, 2014 CAPA #2014-016 

Root Cause Analysis Continuation: 

The lack of issuance of the CAPA number and follow up by the Quality Assurance manager appears to be 

an oversight. 

Management Review and Resolution Continuation: 

As previously stated, CAPA review w ith management staff was conducted on 8/4/14. Lastly a calendar 

reminder on any CAPA was immediately implemented by the Forensic Analysis Division Director on her 

calendar. A total of five additional quality assurance specialists were added to this years' budget to 

implement various quality control measures throughout the seven disciplines and the Crime Scene Unit 

of the Houston Forensic Science Center. 
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HOUSTON FORENSIC SCIENCE CENTER 

ADMINISTRATIVE POLICY MANUAL 

POLICY NAME: 

APPROVED BY: 

Prog,ressjve Corrective tu:tiun 

-. (. ' , 
(Sign•turc of DiT's o Dirtcfo,r) 

Di ccto of I luma R~soiirces 

ISSUED UY: I luman Resource<: 

APPROVAL DA n :: l ' I . ,! '-I ) 1--f 

~ -
~ APPROVAL DATE' 

(Leg Aj)pr;;v;; Sicna tun R~ applirahlr) 
APPROVED BY: 

Acting ucncrnl Cnun.:cl 

APPROVED BY: APPROVAL DATE: 

Policv Statement 

Houston Forensic Scil.!nce Center (HFSC) is cummi11ed to providing l.!xcdlcncc in fon.:nsi<.: 
science services to its customcrs in u cost-elll!ctive and timcl) manner while maintaining the 
highest levels orintcgrity and professionalism. When improvement is necessary Lo maintain 
standards ofhchavior and pcrfom1ancc. it shall he the policy of l lFSC to administer such 
corrective uctiun fairly and consistently in nccord:mce with positive correction techniques. 

Purpose 

Th..: purpose of the prugn:ssiv..: corr..:ctivc action policy is to establish procedures lor addressing 
the need for improvement in behavior and/or pcrfomumcc or employees or and civiliuns 
managed by Hr:sc. 

Definitions 

Civilian -- a person providing services to and under tht: management responsibility of HFSC. hut 
cmployc:d by the City or Houston in ujoh classification other thun u sworn peace officer. 

l'olk~ Number. llill 
K~"\biu11 0U1.:: :'llm~, 11h.:r 24. 2014 
llncontrolh:d \Vh~n Prinh:d 

:\uthur l ';1n.~,~ Y ' 'lllh! 

ltq1la.:.:' l'ulic~ Nu .. ~ 



l'ugi: 1 u/3 

Decisio11-Maki11g Leave - one paid leave du) granted an employee/c ivilian to consider whether 
to resign or commit to full compliance during a 12-month prohationary periou. 

Employee - a pcr.;on compensated directly b) Houston Forensic Science Center: a person on the 
payroll of HFSC. 

Human Resource.v Human Resource Director -- As used in this policy. refers to the Human 
Resources Division and the Human Resoun:c Director of HFSC. 

Responsibiliti~ 

A. Division Dircctors/Exccutivc Administration - Division directors and mt:mbcrs of 
executive administration ore rcsponsihle for providing management review und 
oversight lo the progrcssivc correction aclion process. Final corrective action 
decisions arc those of the cmploycc/civili:m "s supcrvisor/manager with the concurrem:c: 
ofthc division dirc:ctur. The PrL·siJcnt umJ CEO shal l apprnvc any progressive 
correction ut the Written Conl'crcncc level or above. 

13. Supervisors/Managers -Supervisors/managers me nccountubk for timely. foir and 
consistent administrc.1Lion ul' ull guiddincs. policil!s and pmcedures. Supervisors und/or 
managers an~ responsibk for ensuring that all their direct n.:pons n.:ccivc wpics or this 
policy. Final corrective action decisions arc those of the employee/civilian·s 
supervisor/manager with the concurrence or the division director. The President and 
CEO shall approve any progn.::.:.ivc Cl>rreclil>n ul the Writ11.:n Cnnfcrc1ll:c k vd or ubo,·c. 

C. Human Resources - Human Resources shall be consulted on every issue that has the 
potential lo resull in any level of progressive corrective action. The Human Rl.!source 
Director and/or Human Resource Generalist art: resronsihle 10 provide advice and 
counsel to employl!cs and management regarding thi.: progrcssivi.: correction process. lo 
guide and facilitate the process. and Lo review any corrective action m 1hc Written 
Conlerence level or uhove prior to presentation to an t:mployee or civilian. Human 
Rc::suurcc::s may also be rcspon:.iblc to investigate. 

0. Employees/Civi lians Emplo)c.:s ;inJ ci\'ilians arc rcsponsibh: anJ accountable for 
their own performance. allcndance. punctuality. behavior nnd safety hohits. in 
accordance with good judgment and HFS(' standards. 

Pnx:edu~s or Guidelines 

A. When the helrnvior or performance of an employee nr civilian is inappropriatc or docs 
not med standards. the supc:rvisor/managcr. with the ussislancc or 11 R takes positiw 
corrective action steps. The severity of the action wi ll detem1ine the speci lie action. 

B. After the employee or civilian · s supervisor/manager hecomes aware of an issue that 
needs tn he addressed. he/she shall meet with Human Resources about appropriate 
positive correction. 

l'ulic.:~ Number: l!.ill. 
R~\ isinn Oak: Nm·~mha 24. W 15 

:\Utltor: L"ilf!:"!: Y11Ulll! 

lln..:onirolkd \~h•n l'rinl•d 



C'. The following progressive correction steps arc guidelines. Corrective action need not he 
taken in order since the <;cvcrit) nr the conduct may warrant a higher or lesser degree or 
corrective action. 
I) Coaching - /\n infomrnl mcc:ting in which the supervisor/manager provides 

guidance. counseling or retraining to the cmployec to assist with the issue. 
2) Written Conference - Shnul<l 1hc cun<lrn.:I he more serious than appropriate for a 

coaching. or if cm1ching has hi.:cn unsucccssful. a Jrn:u1m:nt1.:d Conference may he 
appropriate. 

3) Decision-Making Leave - ShoulJ the cunJuct be: more! serious thnn appropriate 
for lesser corrective options. or should the employee/civilian be unsuccessful in 
com:cling behavior/pcrlurnw nce. the cmploycc::/ci vi lian will be pmvitlcd u om:
day paid leave 10 consider whcthcrto commi1 to rul I compliance or tu resign. I f' 
ht:/she decil.ks to commit tn compliance. a 12-nrnnth prnhationar) period wi II 
lollow. Inappropriate behavior or performance during this prohalion shall result 
in an cmpll1yi:i:· s ti.:rm i nat ion or a ci vilian· s return 10 the City of l loustun. 

4) lm·cstigativc Leave - An employee or civilian muy be pluce<l on paid leave 
pending the outcome ot' an investigation an<l rcquiretl to spend work hours at 
home reporting in daily. 

Compliancl' 

Compliance with the Progressive Correct ive l\ctiun Policy is un un-g.l•ing rcqu irc1111:111: c.:m:h ,..1aff mcmhcr 
is :iccountahlc to ensure his/her compliance to the stated guidelines. 

Applicability 

This policy applies to all exempt and non-exempt employees ot'l IFSC and to ci"ilian employees 
of the City of Houston managed hy 11 FSC. Excculive level employees. student interns. and 
temporary l!mployccs may be extended the posi tive corrective action process at the discretion or 
HFSC. 

This policy is intc.:nuctl to c.:ompli1111.:n1 unJ c.:mmlinuh: with the First lnterloeal Agreement 
between Lhe City of Houston anti Houston Forensit: Scit:m:c Centi:r. In th!! event or a conllict 
between this policy and Section 6.03 of that agreement. Section 6.IH shall control. 

l'u lr>~ Numlll:r: -1!1!1 __ :\uth11r. L.11''" Y11Ull:! 
R~vi~ion IJm~: 1\11\~mh~r 2.l 21lt L L lncuntmlkd Wh~n Printed 



EXHIBIT Z 



December 9, 2014 

Ms. Lynn Garcia 
General Counsel 
Texas Forensic Science Commission 
1700 North Congress Avenue Suite 445 
Austin, TX 78701 

Dear Ms. Garcia: 

HOUSTON FORENSIC 
SCIENCE CENT~R 

1200 T r.wis St., 20th Floor 

liou,ton, TX 77002 
(713) 929-6760 

The Board of the Houston Forensic Science Center, Inc. continues to review the 
complaint under investigation by TFSC (designated by TFSC as number 14-13). 
While the Board awaits the report from the City of Houston Office of Inspector 
General, as well as the TFSC's report, the Board has directed the Center's 
management to make several policy changes and has supported other actions 
initiated by management. 

1.) At the Board's public meeting on September 12, 2014, the Board approved Dr. 
Garner's recommendation that a contract be executed with NMS Labs for technical 
and managerial support for the toxicology section. That contract is now in place and 
NMS personnel are working on site. 

2.) At the Board's public board meeting on October 10, 2014, the Board directed that 
a process be developed to officially notify Houston Police Department management 
of irregularities in evidence submissions to the Center such as the one that led to 
this complaint. At the Board's subsequent public meeting on November 14, Dr. 
Garner informed the Board that he had initiated discussions with HPD executive 
management to develop this process. 

3.) Also at the Board's October meeting, the Board directed that a process be 
developed to promptly notify the appropriate District Attorney's office of any such 
evidence irregularities as they are discovered. Dr. Garner has reached out to the 
Harris County District Attorney's office regarding this process. 

4.) At the same meeting, the Board was briefed on the progress of the development 
of the Progressive Correction Action Policy. The Board encouraged completion of the 
policy, and assigned one of the board members who has extensive experience in 
governmental employment law to work with the staff on this. I understand you have 
recently been provided with a copy of the completed policy, which is now in place. 



The Board will have further discussions upon receipt of the report from the OIG and 
as any new information becomes available. I will inform you of any additional 
resulting Board action that it believes relevant to your agency's investigation. 

Board of Directors 

Cc: Board members 
Cc: Dr. Daniel Garner 
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HFSC Hires Chief Operations Officer 

January 15, 2015 

FOR IMMEDIATE RELEASE 

CONTACT INFORMATION:  

Ramit Plushnick-Masti 

Public Information Officer 

media@houstonforensicscience.org 

713-929-6768 

The Houston Forensic Science Center has hired Dr. Peter Stout as the corporation’s first 

Chief Operations Officer.  Dr. Stout most recently served as a senior research forensic 

scientist and director of operations in the Center for Forensic Sciences at RTI 

International, an independent not-for-profit research institute in North Carolina. Dr. 

Stout has more than 15 years of experience in the forensic sciences and forensic 

toxicology. During his career, Dr. Stout has managed commercial and government 

organizations through periods of change and helped them adapt to new financial 

structures, expertise that will help the Center as it continues to expand its revenue 

streams and business model.  

At RTI, Dr. Stout was responsible for managing a portfolio that included commercial, 

federal and state grants and contracts. He also oversaw strategic and business 

development.  

Dr. Stout finished his recent term as president of the Society of Forensic Toxicologists at 

the end of December. In that role, Dr. Stout has represented the Society with the 

Consortium of Forensic Science Organizations and been involved on the national level 

in the policy debate regarding the future of forensic sciences in the United States. Dr. 

mailto:media@houstonforensicscience.org


Stout has testified before state legislative committees and spoken before state and 

national gatherings on this issue.  

All of these skills will be of great help to HFSC as it moves forward on a path of 

independence and expansion, helping it become a model to other forensic facilities 

nationwide seeking to improve the way they do business.  

Dr. Stout and his wife and three boys will be relocating from their home in North 

Carolina to Houston as he takes on his new role with HFSC. He will officially begin 

working for the corporation on Feb 15, 2015.  

Houston’s forensic operations, formerly known as the Houston Police Department 

Crime Lab, have been managed by Houston Forensic Science Center, Inc., since April 3, 

2014. 

HFSC is overseen by a board of directors appointed by the Mayor of Houston and 

approved by the Houston City Council.  HFSC manages the independent forensic 

operations that currently operate in eight disciplines. 

Further information regarding HFSC is available at www.houstonforensicscience.org. 

Follow us on Facebook http://on.fb.me/1x1zap2 

Follow us on Twitter https://twitter.com/HoustonForensic 

 

 

 

http://on.fb.me/1x1zap2
https://twitter.com/HoustonForensic
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HOUSTON FORENSIC SCIENCE CENTER 

ADMINISTRATIVE POLICY MANUAL 

POLICY NAME: Policy Regarding Communications 
with Third Parties 

APPROVED BY: [Not Applicable] 
(Signature of Division Director) 

APPROVED BY: 

APPROVED BY: 

EFFECTIVE DATE: 

Policy Statement 

ISSUED BY: Daniel D. Garner, Ph.D. 
Chief Executive Officer 

APPROVAL DATE: 

APPROVAL DATE: /~'"$ ,-'Jtl/7' 

APPROVAL DATE: ( t-l'l-/~ 

REVIEW DATE: 

It is the policy of the Houston Forensic Science Center ("HFSC" or the "Corporation") that 
information about the Corporation is factually accurate and communicated in a manner that is 
candid, timely, and in compliance with applicable law. 

Purpose 

To ensure that information about HFSC conveyed by persons associated with the Corporation to 
third parties is factually accurate and communicated in compliance with applicable law. 

Definitions 

In addition to other definitions appearing herein, for the purposes of this Policy each term listed 
below has the meaning stated. 

Accrediting Entity means an entity whose accreditation of a forensic laboratory is a prerequisite 
to the laboratory' s accreditation by the Texas Department of Public Safety ("DPS"). See 
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https://www.txdps.state.tx.us/CrimeLaboratory/LabAccreditation.htm. Examples of such entities 
include FQS and ASCLD/LAB. For the purposes of this Policy, Accrediting Entity includes DPS 
and any person acting under the authority of, or on behalf of, an Accrediting Entity. 

CEO means the Chief Executive Officer of the Corporation. 

Civilian means a person providing services under the management responsibility of HFSC but 
employed by the City of Houston in a job classification other than a sworn peace officer. 

Classified means a person providing services under the management responsibility of HFSC but 
employed by the City of Houston in a sworn peace officer job classification. 

Company Information means substantive information regarding HFSC's agreements, budgets, 
contracts, decisions, equipment, events, facilities, finances, funding, history, operations, 
personnel, plans, policies, procedures, records, services, test results, or any other substantive 
information related to any activity of the Corporation. Company Information includes electronic 
data or physical things from which substantive information related to an activity of the 
Corporation may be obtained or inferred. A Staff Member should presume that Company 
Information is confidential unless the information is generally known to persons not affiliated 
with the Corporation. 

Employee means a person directly employed by and on the payroll of HFSC. 

lAD means the Internal Affairs Division of the Houston Police Department, which Division may 
investigate certain complaints regarding the Corporation or a Staff Member. For the purposes of 
this Policy, !AD includes any person acting under the authority of, or on behalf of, !AD. 

Investigative Entity means an entity legally authorized to investigate allegations of negligence or 
misconduct by the Corporation or a Staff Member. See, e.g., TEX. CODE CRIM. PROC. art. 38.01 
(authorizing Texas Forensic Science Commission to investigate "any allegation of professional 
negligence or professional misconduct that would substantially affect the integrity of the results 
of a forensic analysis conducted by a crime laboratory"). Examples of Investigative Entities 
include the U.S. Equal Employment Opportunity Commission, the Texas Forensic Science 
Commission, the Texas Workforce Commission, !AD, and OIG. For the purposes of this Policy, 
Investigative Entity includes any person acting under the authority of, or on behalf of, an 
Investigative Entity. 

Legal Request is a written or electronic Third-Party Request that reasonably appears to be (a) the 
lawful order of a court having jurisdiction over HFSC; (b) a lawful subpoena for the testimony 
(whether live or by affidavit) of a particular Staff Member; ( c) a lawful subpoena for documents, 
data, or things within HFSC's possession, custody, or control; (d) a lawful discovery request 
made pursuant to Article 39.14, Texas Code of Criminal Procedure; (e) a lawful discovery 
request submitted in connection with civil litigation (interrogatories, requests for production, 
requests for admissions, requests for deposition on written questions, or similar methods of civil 
discovery); (f) a request from an Accrediting Entity for Company Information; or (g) a request 
from an Investigative Entity for Company Information. 
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OIG means the Office of Inspector General of the City of Houston, which Office pursuant to an 
agreement with HFSC may investigate certain complaints regarding the Corporation or a Staff 
Member. For the purposes of this Policy, OIG includes any person acting under the authority of, 
or on behalf of, OIG. 

PIA Request is a written or electronic Third-Party Request that reasonably appears to have been 
made to HFSC pursuant to the Texas Public Information Act (Chapter 552, Texas Government 
Code). See https: //www.texasattomeygeneral.gov/ AG Publications/pdfs/publicinfo hb.pdf. 

Staff Member means any person who is a Civilian, Classified, Employee, temporary employee, 
intern, or volunteer of the Corporation. 

Third Party means any entity or person other than a Staff Member and HFSC's Directors and 
Officers. 

Third-Party Communication means a transmission in any form by a Staff Member of Company 
Information to a Third Party and any response(s) from the Third Party to the Staff Member. 

Third-Party Request means a request in any form from a Third Party either to a Staff Member or 
to the Corporation for Company Information. 

Responsibilities 

1. Members of the Corporation's executive administration are responsible for (a) overseeing 
the administration of this Policy and (b) ensuring the Corporation responds to Third-Party 
Requests in a candid, timely manner. 

2. The Corporation's division directors, supervisors, and managers are responsible for (a) 
ensuring their direct reports receive copies of this Policy; (b) administering this Policy on 
a day-to-day basis, with assistance from the Corporation's public information officer and 
legal counsel as needed or advisable; and ( c) helping to ensure the Corporation responds 
to Third-Party Requests in a candid, timely manner. 

3. The Corporation's public information officer and legal counsel are responsible for 
providing advice and guidance to all Staff Members regarding the application of this 
Policy. 

Procedures 

1. A Staff Member who receives a PIA Request on paper (whether by mail, delivery, or fax) 
shall promptly record the date and time of the document's receipt on the face of the 
document, scan the document to a PDF format, and email the scanned document to 
pia@houstonforensicscience.org. 
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2. A Staff Member who receives a PIA Request by email or other electronic means shall 
promptly forward the request to pia@houstonforensicscience.org. 

3. Unless instructed otherwise by the Corporation's public information officer, a Staff 
Member should not attempt to respond directly to a PIA Request. 

4. A Staff Member who is a complainant to an Accrediting Entity or an Investigative Entity 
need not comply with Procedure Nos. 5 through 8 below, to the extent that the subject of 
the communication is directly related to the Staff Member's complaint. The Corporation 
requests - but does not require - that the complainant provide the CEO promptly with a 
copy or a summary of the complainant's Third-Party Communications with an 
Accrediting Entity or an Investigative Entity. 

5. A Staff Member who receives a Legal Request on paper (whether by mail, delivery, or 
fax) shall promptly record the date and time of the document's receipt on the face of the 
document, scan the document to a PDF format, and email the scanned document to 
legal@houstonforensicscience.org. 

6. A Staff Member who receives a Legal Request by email or other electronic means shall 
promptly forward the request to legal@houstonforensicscience.org. 

7. A Staff Member who receives a Legal Request in person or by telephone shall promptly 
send an email to legal@houstonforensicscience.org stating (a) the date and time of the 
request; (b) the identity of, and contact information for, the person who made the request 
(to the extent known); and (c) a brief summary of the substance of the request. 

8. Unless permitted by this Policy or instructed otherwise by the CEO, a Staff Member 
should not attempt to respond directly to a Legal Request. 

9. Notwithstanding Procedure No. 8 above, a Staff Member who receives a subpoena for his 
or her live testimony shall promptly (a) advise his or her supervisor of the subpoena and 
(b) follow Procedure Nos. 5 and 6 above. The person subpoenaed should use his or her 
best good-faith efforts to comply with the subpoena, provided that such compliance does 
not conflict with an instruction from the person's supervisor or with a written policy or 
procedure of the Corporation. 

10. Notwithstanding anything to the contrary in this Policy, any Staff Member may convey 
Company Information to a person or entity supplying services to the Corporation 
pursuant to a written contract, provided that (a) the person or entity is not an Accrediting 
Entity or an Investigative Entity, in which case Procedure Nos. 5 through 7 will apply; 
(b) the Staff Member obtains permission from his or her supervisor to convey the 
Company Information; and ( c) the Company Information conveyed reasonably appears to 
be necessary for the performance of the contract. 
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11. Notwithstanding anything to the contrary in this Policy, any Classified may provide 
Company Information as necessary to comply with a direct order from a current member 
of the Houston Police Department with a rank of Captain or above. 

12. In the event of a conflict between this Policy and the Corporation's Quality Assurance 
Manual (the "Quality Manual"), the Quality Manual shall control. In particular, nothing 
in this Policy shall be construed in a manner inconsistent with Paragraph 4.13.1.3 of the 
Quality Manual (confidentiality of information) or with the Corporation's Code of Ethics. 

13. Notwithstanding anything to the contrary in this Policy, any Staff Member may provide a 
copy of this Policy to any person. 

Compliance 

Compliance with this Policy is an on-going requirement for all Staff Members. A circumstance 
from which a reasonable person would conclude this Policy may have been violated shall be 
reported promptly to the CEO or the CEO's designee. 

Applicability 

This Policy applies to every Staff Member. 
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Responding to Third-Party Requests 

 Type of Request                Medium of Request       Procedure 

Court Order 

Subpoena Requiring 

Production of 

Documents 

Discovery Request from 

Criminal Defendant 

(Tex. Code of Crim. 

Proc. Art. 39.14) 

Information Request 

from Accrediting 

Entity 

Information Request 

from Investigative 

Entity 

Subpoena Requiring 

Live Testimony 

Email 

Paper 

Email 

Paper 

Verbal 

Email 

Paper 

Forward email to legal@houstonforensicscience.org. 

Write date and time of receipt on subpoena, sign your name, 

scan to PDF, and email to legal@houstonforensicscience.org. 

Forward email to legal@houstonforensicscience.org. 

Write date and time of receipt on document, sign your name, 

scan to PDF, and email to legal@houstonforensicscience.org. 

Send email to legal@houstonforensicscience.org stating date 

and time of receipt of request, contact information of 

requestor, and summary of request. 

Advise your supervisor immediately. Forward email to 

legal@houstonforensicscience.org. Comply with subpoena 

unless your compliance violates HFSC policies/procedures or 

your supervisor instructs otherwise.  

Advise your supervisor immediately. Write date and time of 

receipt on subpoena, sign your name, scan to PDF, and 

email to legal@houstonforensicscience.org. Comply with 

subpoena unless your compliance violates HFSC 

policies/procedures or your supervisor instructs otherwise.  

Public Information 

Act Request (Tex. 

Gov. Code Ch. 552) 

Email 

Paper 

Forward email to pia@houstonforensicscience.org.  

Record the time and date of receipt on the document, scan to 

PDF, and email PDF to pia@houstonforensicscience.org.  

NOTE: Terms in this document are defined in HFSC’s Policy Regarding Communications 

with Third Parties. Complainants to an Accrediting Entity or Investigative Entity should 

consult the Policy regarding exceptions to the above procedures.  
12/30/2014 
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